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how much | too much+) 


How much blood loss a patient can withstand depends on many SUPPLIED: \) 
factors. However, the wisdom of holding blood loss to a minimum AMPULS 5 mg., 1 cc.: packages of 5 and 100 ¥ 


is generally accepted. 10 mg., 2 cc.: packages of 5 
TABLETS 1 mg. (s.c. orange): bottles of 50 


Preoperative Adrenosem helps preserve every precious drop of 2.5 mg. (s.c. yellow): bottles of 50 

blood and lessens the need for transfusions, both during and after — sypyp —_ 2.5 mg. to each 5c. (1 teaspoonful): 4 oz. bottles 
surgery. It provides a clearer operative field, facilitating the pro- 

cedure and shortening operating time. Postoperatively, Adrenosem 

reduces seepage and oozing.t 1 n 0 S a 
SALICYLATE 


Adrenosem’s high index of safety, with no contraindications at 
~» recommended dosage levels, establishes it as a standard preventive 


measure in any procedure where bleeding may present a problem. (Brand of carbazochrome salicylate) 
tBibliography and detailed literature available on request. controls capillary bleeding 
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Chefs prepare food on modern Gas equipment in the kitchen of Roanoke Memorial Hospital 


Enough fried chicken for 300 patients 


in 12 minutes ...thanks to GAS 


Modern stainless steel Gas equipment with auto- 
matic controls is the key to fast preparation of 
special and regular diet foods at Roanoke Memorial 
Hospital, Roanoke, Virginia. 

Stainless steel pressure cookers and steam ket- 
tles can cook enough fried chicken in 12 minutes 
to serve 300 patients, after which chicken is 
browned in a Gas-fired deep fat fryer. Automati- 
cally controlled Vulcan Gas equipment—ranges, 
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baking and warming ovens—speed nutritious, tasty 
food to patients and staff with no interruption in 
service for changeover to special diets. 

For information on how Gas can help you mod- 
ernize your food service, call your Gas Company’s 
commercial specialist. He’ll be glad to discuss 
with you the economies and outstanding results 
you get with Gas and modern Gas-fired equipment. 
American Gas Association. 
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an important solution | 


in the 
management of 
resistant staphylococcus infections 


@ 

10,000 rai | 

a” 

Penicillin (131 ,056-fold increase) 
1,000 

$ 100 

oo Vancocin (4 to 8-fold increase) 
= 10 


1 7 oT 11 13 15 17 19 21 23 
Number of Transfers 


“DEVELOPMENT OF RESISTANCE BY STAPH. AUREUS TO VAN 7 


COCIN AND PENICILLIN—Development of resistance to Vancocin see | 
not yet been demonstrated It is even 


opment of restetance ystudies, 


VANCOCIN: 


(vancomycin, Lilly) 
e Vancocin is bactericidal in readily achieved serum concentrations. 
e Vancocin is effective against antibiotic-resistant gram-positive pathogens. 
Cross-resistance does not occur. 
e Vancocin averts the development of antibiotic-resistant organisms. 


Supplied: 
Only as Vancocin, I.V., 500 mg., in 10-cc. rubber-stoppered ampoules. Before administra- 


AND COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 


HOSPITALS, J.A.H.A. 


tion, the physician should consult essential information contained in the package. 
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AS PART of the training program of the Decatur and Macon County Hos 

the central sterile supply supervisor instructs two new members of the ea 
staff in the preparation of a thoracentesis kit. An article and picture s 
starting on page 30 describes the hospital-wide program conducted by a fol 
time trainin cer, with the assistance of department heads and other hospital 
persnnel. Cover photo by Rebert M. McCullough (Other picture credits on 
p. 102. 
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class postage paid at Chicago, Illinois. SUBSC IPTION RATES: $5 for | year: $12 for 3 « 

years. Single copies, 30 cents, except the two-part August |, Guide Issue $2.50. (Foreign > 

and Pan-American add per year for gastaged CHANGE OF ADDRESS: Notice should 

ice is requi local postmaster shou i y RIGHT: 1960, 
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new McKesson 


absorber 


sets new high standard for compactness and 
efficiency... and will fit any regular anesthesia unit! 


several salient features of the 
new McKesson ‘1200’ ABSORBER 


@ twin vertical reversible 
acrylic canister instantly 
removable by loosening 
single clamp screw 


e screens easily removed 
by loosening’ bayonet- 
type connection 


e newly-designed silicone- 
rubber valves have low 
adhesion properties, are 
extremely quiet in use, 


and seal perfectly 


e valves mounted in acrylic 
caps, instantly remov- 
able without tools 


e provides 30 to 40 hours 
of absorption .. . ex- 
tremely low resistance 
to respiration 


Write for ‘1200’ 
Absorber Brochure. 
This complete 
information Is 


é ] ? 0) 0)’ yours for the 
ABSORBER 


 McKESSON APPLIANCE COMPANY « TOLEDO 10, OHIO 
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You’re a hospital administrator 
...not a laundry specialist! 


As many hospital administrators will tell 
you—handling your own laundry is horse 
and buggy management. 

It creates needless overhead—the pur- 
chase and replacement of linens . . . extra 
laundry personnel. ..extra supplies... extra, 
expensive equipment... extra maintenance, 
And don’t forget that laundering space 
could be turned into room for extra beds. 

Your local Linen Supplier can furnish 


Look in the Yellow Pages under ‘Linen Supply’’ or '‘ Towel Supply.”’ 


Note: No investment, no 


every cotton cloth item your hospital re- 
quires—sheets, pillowcases, towels, gowns, 
uniforms, etc. He will launder them hy- 
gienically, maintain your inventory for you 
and keep you supplied on a schedule that 
suits your needs. And, of course, you pay 
only for what you use. 

Make that call to your Linen Supplier 
now. Find out how Linen Supply can cut 
your overhead . . . improve efficiency. 


maintenance, no inventory. 
Everything is furnished and Association of America 


_ serviced by your local linen 


supplier, at low cost. 22 West Monroe Street, Chicago 3, Illinois 
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Get Positive 
kill of Staph 
with Residual 


ELIMSTAPH#2 


Amazing Cleaner-Germicide 
disintegrates bacteria cells 


from within 


Send for Free Sample 


Protect patients and per- © 
sonnel with wonder-work- % 
ing Elimstaph #2. 3 tog 
6 times more powerful 
than most germicides, it 
pierces the shell and dis- 
integrates the entire or- @ 
ganism. The kill is posi- 


Elimstaph #2 boasts a 


phenol coefficient of 33 
against Micrococcus pyo- 
genes var. aureus (Golden | 
Staph) and Salmonella Ty- i 

phosa. Certified by York Renmin ‘Can. Residual, 
retains potency as long as it remains on the floor. vali 
selective. Destroys many other pathogens, spores and 
fungi. 

Does a superb floor cleaning job, disinfects and de- 
odorizes all in one application. Colorless, odorless, 
lowest toxicity. Versatile. Use on walls, furniture, lava- 
tories, garbage cans, etc., as well as floors. No wonder 
so many hospitals now specify Elimstaph #2 for daily 
maintenance. 

Send for Free Sample today. Test its effectiveness 
against that of the product now in use. 


Walter G. LEGGE Co., inc. | ae. 
Dept. H-9, 101 Park Ave., 

New York 17, N. Y. 

Branch offices in principal cities. 

In Toronto — J. W. Turner Co. 


haspital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1961 


Feb. 1-2—Midyear Conference of Presidents and Secretaries. 
Chicago (AHA Headquarters) 
Sept. 25-28—63rd Annual Meeting, Atlantic City (Convention Hall) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH FEBRUARY 1961 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


12-16 Nursing Service Administration, Buffalo (Lafayette Hotel) 
18-20 Colorado Hospital Association, Estes Park (Stanley Hotel) 
20-21 Utah Hospital Association, Salt Lake City 

22-23 Montana Hospital Association, Missoula (Florence Hotel) 
22-24 West Virginia Hospital Association, White Sulphur Springs 
26-30 College of American Pathologists, Chicago (Palmer House) 
26-30 Central Service Administration, Chicago (AHA Headquarters) 
22-30 American Society of Clinical Pathologists, Chicago (Palmer 


House) 
OCTOBER 
2-7 American Society of Anesthesiologists, New York City (Statler 
Hotel) 


4 Hospital Association of Rhode Island, Providence (Shercton- 
Biltmore Hotel) 


5-7 Hospital Laundry Management and Operation, Chicago (AHA 
Headquarters) 
6-8 American Association of Medical Clinics, New Orleans 
(Roosevelt Hotel) 
10-13 American Association of Medical Record Librarians, Seattle 
(Olympic Hotel) 
10-13 Evening and Night Nursing Service Administration, Pitts- 
burgh (Pick-Roosevelt Hotel) 
10-14 American College of Surgeons, 46th Annual Clinical Con- 
gress, San Francisco 
10-14 National Federation of Licensed Practical Nurses, Albuquer- 
que, N. Mex. (Cole Hotel) 
12-13 Indiana Hospital Association, Indianapolis (Student Union 
Bldg., Indiana University Medical Center) 
12-14 Hospital Pharmacy (Specialized), Chicago (AHA Head- 
quarters) 
12-14 Maryland-District of Columbia-Delaware Hospital Associa- 
tion, Washington (Shoreham Hotel) 
12-14 Saskatchewan Hospital Association, Saskatoon (Bessborough 
Hotel) 
13-14 Vermont Hospital Association, Burlington (Vermont Hotel) 
17-18 Idaho Hospital Association, Boise (Elks Lodge) 
17-18 Oregon Hospital Association, Gearhart (Gearhart Hotel) 
17-19 Institute on Supervision, Chicago (AHA Headquarters) 
17-20 American Dental Association, Los Angeles (Statler-Hilton 
Hotel) 
18-20 Associated Hospitals of Manitoba, Winnipeg (Royal Alex- 
andra Hotel) 
18-21 American Dietetic Association, Cleveland (Sheraton Hotel) 
18-21 American Nursing Home Association, Washington, D.C. 
(Mayflower Hotel) 
19-20 North Dakota Hospital Association, Williston 
19-20 Washington State Hospital Association, Spokane (Daven- 
port Hotel) 
20-21 Nebraska Hospital Association, Omaha (Sheraton Fontenelle) 
24-26 Directors of Hospital Volunteers (Basic), Cleveland (Statler- 
Hilton Hotel) 
24-26 Ontario Hospital Association, Toronto (Royal York Hotel) 
24-28 California Hospital Association, Santa Barbara (Miramar and 
Biltmore Hotels) 
24-28 Medical Social Work in Hospitals, Kansas City (Bellerive 
Hotel) 


25-26 South Dakota Hospital Association, Mitchell (Masonic 
Temple) 

25-27 Associated Hospitals of Alberta, Edmonton (Jubilee Audi- 
torium) 


(Continued on page 97) 
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CARBOCAINE— 


Carbocaine combines the best characteristics 
of older local anesthetics with exceptional new 


advantages. 


More potent 
than procaine or lidocaine.” 


Quicker onset of anesthesia 
than obtained with other agents.* 


More prolonged anesthesia 
— lasts several hours.*** 
Greater safety 
—low toxicity, virtually no vasodilatation,'*® 
epinephrine not required except for hemostasis. 


Local anesthesia extended 
to many more 


patients and procedures.*® 


Greater stability 
—no risk of decomposition or loss of potency. 


Carbocaine|( brand of mepivacaine), trademark reg. U.S. Pat. Off. 


a unique local anesthetic 
with 
outstanding features. ’” 


Carboeaine has been found suitable for eld- 
erly or poor risk patients, for patients with 
epilepsy or cardiac disease, as well as for 
many others in whom potent anesthetics are 
generally contraindicated. 


For infiltration and nerve block, caudal and 
peridural block, and therapeutic block in 
management of pain. 

How Supplied: For infiltration and nerve 
block: Carboeaine hydrochloride, 1 per cent 
and 2 per cent, in sterile saline solution, in 
multiple dose vials of 50 ce. For caudal and 
peridural block: Carbocaine hydrochloride, 1 
per cent, in sterile modified Ringer’s solution, 
in single dose vials of 30 ee. 

References: 1. Sadove, M. 8.: A preliminary re- 
port on Oarbocaine, a new local anesthetic. Sub- 
mitted for publication. 2. Luduena, F. P.; Hoppe, 
J. O.; Coulston, F., and Drobeck, H. P.: The 
pharmacology and toxicology of mepivacaine, a 
new local anesthetic, Toxicol. § Appl. Pharmacol. 
To be published. 3. Rovenstine, E. A.: Personal 
communication. 4. Young, J. A.: Upper arm 
block with Carbocaine (mepivacaine), a new 
anesthetic agent, Anesth. ¢ Analg. To be pub- 
lished. 5. Griesser, Gerd: Erfahrungen mit einem 
neuen Lokalanestheticum, Anaesthesist 6:364, 


Oet., 1957. 
Laboratories 
New York 18, N. Y. 
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ONE BURROUGHS MACHINE AUTOMATES 


Grady K. Howard, Administrator 


ENTIRE ACCOUNTING JOB, 
PROVIDES CURRENT COMPARATIVE DATA 


The seene: Kings Mountain Hospital, Inc., Kings Mountain, North Carolina— 
currently expanding its 50-bed capacity to 75. The jeb: the entire accounting 
operation. The equipment: Burroughs F-1500 Typewriter Accounting Machine. 
The results, in the words of Administrator Grady K. Howard: ‘“This Burroughs 
Machine completely automates our accounting job and provides plenty of capacity 
for our future needs. It’s saved us 663%4% on payroll accounting time alone. And 
it’s provided us with better patient records, up-to-date ledgers and the current 


comparative financial data that help us make decisions.”’ 
| Burroughs and Sensimatic—TM’s 


Kings Mountain Hospital is one of many helped to 
new accounting efficiency by Burroughs office 
automation peg oer For details, ask to see our 
informative film, “‘Data for Diagnosis.’’ Call our 
nearby branch now. Or write Burroughs Corpora- 


tion, Detroit 32, Michigan. 


Burroughs 
Corporation 


Burroughs 


“NEW DIMENSIONS / in electronics and data processing systems” 
HOSPITALS, J.A.H.A. 
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The only thing that can change this...... re 


&. 


The special indicator inks used in The distinctive markings on “SCOTCH’’ BRAND 


“SCOTCH"’ BRAND Hospital AutoclaveT ape Autoclave Tape can be seen across the room. You 
cannot be accidentally activated by sunlight, can tell at a glance that your pack has been through 
radiator heat or a dry air pocket in a faulty the autoclave. “SCOTCH” BRAND sticks at a touch to 
autoclave. Only correct levels of heat and paper or linen packs. Seals securely, surely. Peels off 
moisture found in your autoclave can make clean without leaving sticky residue. And you can 
these unmistakable diagonal markings appear! write on it. 


Nothing on the outside of a bundle, of course, can guarantee sterility of the contents. 


Yost COTCH: BRAND HOSPITAL AUTOCLAY 
pendabie’) | \ TAPE, NO. 222 


WHERE RESEARCH IS THE KEY TO TOMORROW 
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First from American 


New ideas, 

new products 

pediatrics... 


through one service expert! 


American representatives understand pediatrics 


needs. They offer valuable experience and expert counsel in PORES ho 


every hospital area...and the widest, most complete selec- can men, Art Towner is regarded as 
tion of products and services in the field. You can rely on & professional consultant first, « 
> salesman second. During 38 years 
American’s reputation for quality and for prompt, depend- as an American representative, Art 
able delivery. Your man from American is dedicated to nes Wavered more then 1,000,000 
° miles to make some 50,000 calis in 

your hospital’s best interests .. . call him with confidence. midwestern health institutions. 


The First Name 
an Hospital Supplies 


2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta « Boston « Chicago « Columbus « Dallas 
Export Department: Flushing 58, L. |., N. Y., U.S. A. In Canada—Fisher & Burpe, Division of American Hospital Supply Corporation (Canada) Limited, 
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Corporation 


Kansas City « Los Angeles « Miami « Minneapolis « New York « San Francisco « Wash 


Winnipeg 12, Manitoba. In Mexico—Hoffmann-Pinther & Bosworth, S. A., Mexico 1, D. F., Mexico. 
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ecutive director 


introducing He authors 


James £. Crank, immediate past 
president of the Birmingham 
(Ala.) Regional Hospital Council, 
outlines the de- 
velopment and 
programs of the 
council from its 
inception as a 
city-wide, in- 
formal discus- 
sion group to its 
present formal 
structure with 
a full-time ex- 


MR. CRANK 
(p. 40). 

Mr. Crank serves as associate 
administrator of University Hospi- 
tal and Hillman Clinics at the 
University of Alabama Medical 
Center, Birmingham. He has been 
affiliated with the medical center 
since 1954. 

He is a member of the Alabama 
Hospital Association committee on 


hospital auxiliaries as well as 


chairman of the program and 


projects committee of the Bir- 
mingham (Ala.) Health Council. 

A graduate of Southeast Mis- 
souri State College, Cape Girar- 
deau, Mr. Crank also holds a 
master’s degree in public health 
from the University of North 
Carolina, Chapel Hill. 

He is a fellow in the American 
Public Health Association and a 
member of the American College 
of Hospital Administrators. 


E. G. Merritt, training director at 
Decatur and 
Macon County 
Hospital, Deca- 
tur, Ill., de- 
scribes how a 
hospital train- 
ing program 
operated as a 
full-time staff 
function can 
contribute to 
better patient 
care (p. 30). 


MR. MERRITT 


“Diack Controls, 
Like safety switches, 


and many stitches”). 


Since 


Save lives (and wounds 


1909 


SMITH & UNDERWOOD, Royal Oak, Michigan 
Sole manufacturers of Diack Controls and Inform Controls 


Mr. Merritt joined the staff of 
the Decatur, Il., hospital in 1957 
after discharge from the U. S. Air 
Force. During military service, he 
served as medical service admin- 
istrative officer at a 60-bed hospi- 
tal in Mobile, Ala. 

A member of the American So- 
ciety of Training Directors and the 
Central Illinois Personnel Direc- 
tors Association, Mr. Merritt also 
serves as a member of the Illinois 
Hospital Association committee on 
methods improvement. 

He completed his undergraduate 
work in education at Bowling 
Green (Ohio) State University. 


Sister Ann Raymond, 5.C.L., R.N., 
calls for coordination within the 
community of all agencies and 
groups devoted 
to rehabilitation 
of the disabled. 
She describes 
how the facili- 
ties at St. Vin- 
cent’s Hospital, 
Billings, Mont., 
will serve as the 
core of a re- 
gional rehabili- 
tation center (p. 
37). 

Prior to her appointment as ad- 
ministrator of St. Anthony’s Hos- 
pital, Las Vegas, N. Mex., Sister 
Ann Raymond served as adminis- 
trator of St. Vincent’s Hospital in 
Billings for four years. She has 
also served as administrator of 
Providence Hospital, Kansas City, 
Kans.; St. John’s Hospital, Santa 
Monica, Calif., and De Paul Hospi- 
tal, Cheyenne, Wyo. 

Active in hospital association 
activities, Sister Ann Raymond is 
now serving as secretary of the 
Catholic Hospital Association of 
the United States and Canada. 
Sister Ann Raymond is also a 
member of the board of directors 
of the Association of Western 
Hospitals as well as a member 
of the American Hospital Associa- 
tion Committee on Hospital Or- 
ganization. 

Sister Ann Raymond is a fellow 
of the American College of Hospi- 
tal Administrators and a member 
of the American Nurses’ Associa- 
tion. 


SR. ANN RAYMOND 
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SAFE FOR TODAY 5 MEDICATIONS... AND TOMORROW’ 9 


NO CAUTION LABEL NEEDED — Use it with any injectable medication...there is no danger 
of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 
pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pre-use prepa- 
ration. PREGISE— Exclusive tip design reduces medication loss. pot 
sf 
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B.D HYPAK, AND DISCARDIT ARE “TRADEMARKS OF BECTON, DICKINSON AND COMPANY, INC 79060 
? 


From large dense masses 
to confined areas difficult 
to reach, your GEVAERT 


medical x-ray film aids in 


art 


producing an image of con- 
cise clarity and definition. 
And you achieve this maxi- 


Exciusive Distributors: 
mum performance with a LOW X-RAY CORPORATION 
161 Sixth Avenue, New York 13, N. Y. 
minimum of exposure. 


9109 Sovereign Row, Dalias 35, Texas 
725 No. Highland Ave., Los Angeles 38, Calif. 
6611 No. Lincoin Ave., Chicago 45, Iilinois 


GEVAERT 
: X-RAY FILM 
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ENEMY to pathogens—potent penetrating 
bactericide, fungicide 
FRIEND to the skin—gentle, no sting, no burn 


U.S. PAT. 2,609,814 BRAND 


an effective, 
germicidal, deodorizing 
solution that you can 
use and recommend 
with confidence. 


another fine pharmaceutical product from 


MILES PRODUG 


Division of Miles Laboratories, Inc. 
Elkhart, Indiana 
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PERSISTENT... 

BACTINE exerts potent activity against a wide 
spectrum of pathogenic microorganisms, 
leaving an antibacterial residue for several 
hours after application. 


PENETRATING... 

Due to its notably low surface tension, 
BACTINE penetrates into even the tiniest 
cracks and crevices, enhancing its bacterici- 
dal, fungicidal, cleansing and deodorizing 
properties. 


PRACTICABLE... PROFICIENT 

...in the office, sickroom, and hospital, 
causes a marked and persistent reduction of 
bacteria on the hands and skin. True deodor- 
izer, destroys many of the bacteria respon- 
sible for putrefaction. 

...in your practice, useful in helping to pre- 
vent spread of infection in the control of 
acne, athlete’s foot, and other recurring skin 
infections. Relieves pain and itching, helps 
prevent infection of minor burns, sunburns, 
insect bites, and poison ivy. 

...in first aid, an excellent antiseptic when 
applied directly to cuts, scratches, abra- 
sions, and minor burns; soothes and helps 
avoid infection. 


BACTINE contains the quat2rnary ammon’um 
compound, methylbenzethonium chloride, 
for broad-spectrum antibacterial action; 
chlorothymol to provide fungicidal proper- 
ties; polyethylene glycol mono-iso-octy! 
phenyl! ether to enhance the lowering of the 
surface tension; water; alcohol; propylene 
glycol, and essential oils. 


How supplied: Concentraten Bactine, for professional 
use, in l-galion and l1-pint bottles. When diluted 
with water, 1 pint of Concentratep Bactine makes 
1 galion of standard BACTINE. 

Spray-top dispensers supplied with orders for 
professional sizes. 

Standard BACTINE, for prescriptions or recommen- 
dation to patients, botties of 1 pint, 6 oz., 1% oz., 
and new plastic 2-oz. spray bottles. 
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Here is a representative 
sampling of Hard's distinctive 
new Mark 20 line of patient 
room furniture. There are 21 
unique pieces in all, fashioned 
in Life-Long Metal, available 
in a range of variations 
using decorator enamels 
and Formica. Ask 

your dealer about 

Hard Mark 20. 


this is 


THE HARD MANUFACTURING CO. 
117 Tonawanda Street 


Buffalo 7, New York 
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August 23 was the decisive day in the 86th Congress’ consideration 
of the controversial issue of health benefits for the aging. It saw the 
expected dramatic fight on the floor of the Senate, and when the legis- 
lative battle smoke had cleared, the Senate had approved an amended 
version of the noncompulsory program drafted 10 days earlier by the 


Senate Finance Committee. The 
vote was an overwhelming 89 to 
2, and the prospects for House- 
Senate conference agreement on 
the program appeared good. 

The new Senate plan is a fed- 
eral-state program which primarily 
would increase funds available for 
medical benefits for approximately 
2.4 million aged under public 
assistance. It is estimated this 
would cost the federal government 
approximately $140 million the 
first year. To the extent that the 
states wish to do so, senior citizens 
in the medically-indigent category 
also would be helped; the cost of 
this phase of the program has been 
estimated at an additional $60 
million for the first year. The ad- 
ministration of the medically-in- 
digent program as well as the 
determination of their eligibility 
would, as in public assistance pro- 
grams, be the responsibilities of the 
individual states. 

One floor amendment to the 
aged care program prompted some 
minor speculations on the possi- 
bility of a Presidential veto. This 
amendment, included in the bill 
voted, calls for extension of cov- 
erage to mentally ill and tubercu- 
losis patients. It was estimated that 
this would raise federal costs by 
approximately $120 million. 

The Senate Finance Committee 
plan presented to the Senate was 
a revised version of the House- 
approved social security amend- 
ments of 1960 (HR 12580). The 
critical August 23 battle on the 
health care issue came on two 
amendments proposed on the 
Senate floor. 

The first was a federal-state 
voluntary program, far more lib- 
eral than the plan finally passed, 
which was sponsored by Sen. 
Jacob K. Javits (R-N.Y.) and 
backed by the administration. 
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President Eisenhower had not 
specifically stated his support of 
the Javits program, but in a press 
conference on aged health care 
proposals just the day before, 
August 22, Arthur S. Flemming, 
Secretary of Health, Education, and 
Welfare, announced that the Presi- 
dent agreed with its principles. 
And Vice President Richard M. 
Nixon, Republican presidential 
nominee, had joined Senator Javits 
the preceding week end by pub- 
licly urging passage of the plan. 
The Senate vote on the Javits 
amendment came early in the 
afternoon. It was rejected 67-28, 
with five Republicans joining all 
voting Democrats to defeat it. 
The second dramatic voting event 
of the day came in the early 
evening, some four hours later. It 
was the vote on an amendment 
proposed by Senator Clinton P. 
Anderson (D-Mich.), popularly 
called the ‘‘revised Anderson 
amendment”, as it superseded one 
he had introduced just prior to 
Congress’ July recess. This revised 
Anderson amendment, which used 
the social security system in fi- 
nancing the proposed health bene- 
fits, was strongly backed by the 
Democratic presidential nominee, 
Massachusetts Senator John F. 
Kennedy. Here the vote was closer 
—5l against, and 44 for. Nineteen 
Democratic Southern senators 
joined 32 Republicans in voting 
against it. (See earlier story p. 79) 


} HOSPITAL CONSTRUCTION SHOWS DE- 
CLINE FOR 1960—Hospital construc- 
tion, public and private combined, 
declined during the first seven 
months of 1960 from the compara- 
ble 1959 period, according to fig- 
ures released by the Bureau of 
Census, U.S. Department of Com- 
merce. Construction completed 


digest of NEWS 


Senate Passes Limited Aged Care Bill 


from January through July was 
valued at $558 million, compared 
to $578 million in 1959; this rep- 
resented a decrease of 4 per cent. 

The over-all decrease resulted 
from a 9 per cent drop in the value 
of public construction of hospitals 
and institutional buildings. In this 
area, there was a decrease to $230 
million from the $254 million re- 
corded for the first seven months 
of 1959. 

Private construction showed a 1 
per cent gain. Its value reached 
$328 million at the end of July 
1960, compared to $324 million 
in 1959. 


} GEORGIA LOSES GROUND IN MEETING 
HOSPITAL BED NEEDS—The shortage 
of general hospital beds became 
more acute in Georgia during the 
past year, according to a report 
from the Georgia Hospital Associa- 
tion. The recently published Geor- 
gia State Plan for the Construction 
of Hospital and Medical Facilities 
indicated that whereas a year ago, 
73 per cent of need for general 
hospital beds was met, currently 
only 67 per cent can be met. The 
bed shortage was even more acute 
in the area of skilled nursing beds: 
only 7 per cent of need for chronic 
illness beds was met, and only 
approximately 14 per cent of need 
for nursing home beds. (These two 
classifications were used in the 
study, conducted by the Georgia 
Department of Public Health.) 

The total of “suitable” general 
beds available in the state was 
11,360 whereas 16,952 are needed. 
The situation in the metropolitan 
Atlanta area was somewhat better, 
with 2400 suitable beds available, 
or 81 per cent of need met. 

There were 381 chronic beds 
available in the state out of 5700 
needed, and 1424 nursing home 
beds were judged suitable out of 
the 10,407 needed. 

Two principal reasons were given 
for the worsening of the bed sup- 
ply situation: (1) a miscalculation 
in estimating the state’s 1960 pop- 
ulation, and (2) the deterioration 
of existing hospital beds, making 
them “unsuitable” by the health 
department’s standards. 
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p> BLUE CROSS, SHIELD ‘MEMBER COUN- 
CILS’ PLANNED FOR MICHIGAN—The 
first Michigan Blue Cross-Blue 
Shield “Member Council” was 
formed last month in Lansing. Its 
purpose is to develop closer contact 
between Blue Cross-Blue Shield, 
hospitals and physicians on one 
hand and the Plan’s members, 
through community and civic lead- 
ers, on the other. The Plan indi- 
cated that numerous member coun- 
cils are expected to organize 


throughout the state. 

The councils are to be made up 
of 20 to 30 community leaders who 
will function as representatives of 
subscribers. Included as members 
in the Lansing council were dele- 
gates from city government, news- 
papers, business, industry and la- 
bor, as well as religious and rural 
leaders, and a representative from 
the Community Services Council. 

Blue Cross-Blue Shield has taken 
on the responsibility for arranging 


you can let him sleep 


Ident-A-Band. 


here's our patient 


In the hospital hushed for night, nurses 
have a special job to do — see that 


patients get both their needed night care and their valuable sleep. 
In hospitals using Ident-A-Band by Hollister, there’s no need to 
wake a patient to check identity, or risk a sleep-confused ‘‘yes’’ 
in answer to any name. Just a glance at the wrist and you're sure 
of correct identity before giving medications or care. Ident-A-Band 
helps keep disturbances (and tempers) down. . . your error-free 


record up. 


Whether by day or at night, you can depend on Ident-A-Band 
to identify the right patient. And your patient will like its comfort. 
Only Ident-A-Band offers skin-soft identification that cannot be 
altered, water-blurred or transferred to another person. It’s no 
wonder that more hospitals in the United States and Canada 


prefer ident-A-Band. . 


. for nine years the leader in on-patient 


identification. Write for samples and complete information. 


Holsters 


incorror 


833 North Orleons Street, Chicago 10, Illinois 


the time and site of future meet- 
ings between the councils and 
Blue Cross-Blue Shield executives 
whom the Plan will provide. How- 
ever, it was stressed that the Plan 
will have no membership in the 
councils and the councils will be 
self-governing. 


> RATE INCREASE APPROVED FOR SYRA- 
CUSE, N.Y., BLUE CROSS—A subscrip- 
tion rate increase averaging 34.98 
per cent has been approved for 
Group Hospital Service, Inc., the 
Syracuse, N.Y., Blue Cross Plan 
serving 10 counties. On the current 
group contracts the rate will go 
from $3.40 to $4.64 per month for 
single subscribers, and from $6.95 
to $9.42 for families. 

However, a new contract will be 
offered subscribers not willing to 
pay the recently approved higher 
rates. The new contract will pro- 
vide a $50 deductible feature and 
have rates only 10 per cent higher 
than those formerly charged. The 
increase took effect on the first 
of this month. Syracuse Blue Cross 
previously raised its rates by more 
than 43 per cent in May 1959. 


p EMERGENCY HOSPITAL MANAGEMENT 
COURSE SCHEDULED—A course en- 
titled ‘Health Mobilization Pro- 
gram for Emergency Hospital Man- 
agement”, has been scheduled for 
December 4 through 9 at the Office 
of Civil and Defense Mobilization, 
Eastern Instructor Training Cen- 
ter, Brooklyn, N.Y. The course, 
which has the professional en- 
dorsement of the American Hospi- 
tal Association, will be conducted 
cooperatively by the U.S. Public 
Health Service and OCDM. 

The primary purpose of the in- 
struction will be to provide admin- 
istrators with information, plans 
and guidance for establishing emer- 
gency health services, including 
management of mass casualties, 
through effective use of personnel, 
facilities and supplies. Emphasis 
will be placed on the hospital’s 
role in a disaster situation. 

No charge will be made by the 
Brooklyn center for instruction, 
and students may be reimbursed 
for approximately half their ex- 
penses through OCDM reimburse- 
ment funds. Enrollment is limited 
to 75. Applications should be made 
through state civil defense direc- 
tors. 
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The Finest 
Plastic Tubes 
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MAINTAINER—Light solution is 
ideal for terrazzo, marble and waxed- 
floor maintenance. No scrubbing re- 
quired. Brightens as it cleans. 


iit! 
b 
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R—Graded 
used for deep-lift stripping. Unusually 
fast... completely safe. Strips normal 
or built-up wax or finish films. 


CLEANER—Exceptional, for cleaning 
walls, fixtures, cabinets, equipment 
. +» any washable surface. Lifts and 
floats off dirt, grime and grease. 


solutions are 


SIMONIZ ALL-PURPOSE CLEANER 
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SIMONIZ 


ALL purpose 


FLOOR CLEANER 


FOR LONG WEAR-LESS CARE 


Heavy-Duty Fioor Wax © Non-Scuff Floor Finish ¢ Super Anti-Slip Floor 
Finish © Triple “A” Paste Floor Wax ¢ Heavy-Duty Vinyl Sponge ® All- 
Purpose Concentrate Floor Cleaner © HiLite Furniture Polish 
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3-WAY ACTION 


Exclusive full-range control of penetration and cleaning power enables 
product to do every job well. Neutral concentrate is harmless to skin and 
clothing .... harmless to any type of floor or washable surface. Available 
in 1-, 5-, 30- and 55-gallon sizes. And you're sure of professional quality 
that's sensibly priced—because Simoniz makes it. Order from your Simoniz 


Commercial Products Distributor or mail the coupon today. 


ee 
Simoniz Company (Commercial Products Division —H-9) 
2100 Indiana Avenue, Chicago 16, Illinois 


[_] Without obligation, please send details on new 
Simoniz All-Purpose Concentrate Floor Cleaner. 


(_] Please send name of nearest Simoniz Distributor. 
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AHA counseling program 


_Is it true that the American Hospital 
Association has a limited program 
which provides for administrative effi- 
ciency studies of hospitals? We would 
appreciate receiving further informa- 


tion on this program—wwhat proce- 


dures are involved, eligibility require- 
ments, etc. 


The Hospital Counseling Pro- 
gram of the American Hospital 
Association is supported by a grant 


from the Ford Foundation until 
Dec. 31, 1962. The basic purpose of 
the program is to assist hospital 
administrators in an evaluation 
of their administrative structures 
through direct, on-the-scene visits. 
Administrative relationships with 
the governing body and the medi- 
cal staff are examined and an audit 
of managerial practices is con- 
ducted. 

Technical skills, proficiency and 


how to 
triple 
the value WA 
of your , 

floor 
space 


FOLDS 


Clarin Tablet Arm Chairs provide more efficient use 
of available floor space ... enables you to get the 
maximum number of people in minimum areas. Used 

FLAT! for training and board meetings, administrative staff 
conferences, patients’ activities, etc. 


GUARANTEED FOR TEN YEARS 


FUNCTIONAL FOLDING CHAIRS 


Write Dept. 82TA and learn how Clarin’s full line 
of auxiliary seating for every occasion 


procedural aspects of departments 
such as nursing, pharmacy, ac- 
counting, maintenance or any of 
the other specialized functions 
necessary to hospital operations 
are not reviewed. The emphasis of 
this program is placed on the proc- 
ess of coordinating the efforts of 
people on the administrative level, 
rather than on a detailed study of 
skills and techniques which com- 
prise a specialized or technical 
function. 

Survey teams usually include 
two members of the counseling 
program staff. Each survey takes 
approximately three days. Back- 
greund information is obtained 
through a pre-survey questien- 
naire. During the survey, the 
counseling team conducts separate 
and private interviews with rep- 
resentatives of the governing body, 
representatives of the medical staff 
and most, if not all, of the depart- 
ment heads. 

In addition to the interviews, 
the counselors examine various 
pertinent documents and records, 
such as the charter, bylaws, rules 
and regulations of the governing 
body and medical staff; budgets; 
financial statements; and admitting 
and personnel policies and prac- 
tices. 

The results of each survey are 
incorporated into a formal, written 
report to the administrator which 
outlines the findings and delineates 
the recommendations of the coun- 
seling team. The material to be 
covered in the written report is 
reviewed with the administrator 
prior to the departure of the sur- 
vey team. Information obtained 
about each hospital through this 
program is kept confidential; how- 
ever, the program does retain the 
right to use the information in its 
files for research and educational 
purposes so long as the identity of 
each hospital is protected. 

To be initially eligible for the 
program, a hospital must be listed 
by the American Hospital Associa- 
tion. A listed institution is one that 
meets the Association’s officially 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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established definition of a hospital. 

In addition to being listed as a 
hospital, the request for a survey 
must come from the administrator 
of the institution. The terms of the 


_ grant dictate that service must be 


given without charge, except in the 
case of proprietary hospitals, where 
Ford Foundation funds cannot be 
expended, 

The resources and time available 
during the term of the grant limit 
the number of possible surveys to 
a small percentage of the eligible 
hospitals. The original concept of 


a full service program, available 
on a first-request, first-served ba- 
sis, while desired, is not feasible at 
this time. The balance of the grant 
period is to be utilized to insure 
the universal applicability and 
measurability of the developed 
material and to compile verified 
data regarding administrative ef- 
fectiveness in hospitals. 

Hospitals will be selected accord- 
ing to size, location, type and con- 
trol, so that the number of surveys 
conducted will be representative 
of the entire hospital field by the 


WHEN AND WHERE 
RESPIRATORY 


rescue breathing equipment 


instantly squeezes life-saving air into the victim’s lungs 
helps restore breathing 


When breathing stops . . . and seconds count 
..- AMBU hand-operated resuscitator and 
foot-operated suction pump can be vital factors 


to save life in any respiratory emergency. 


Write for additional information . . . or telephone 


to OSborne 5-5200. 


AIR SHIELDS, INC / A ated for contnuous aap 
u rway. 
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termination of the grant. 
Refinements in the approach and 
validation of criteria will neces- 
sitate concentrating on various 
types of hospitals at different 
periods of time during the balance 
of the grant period. Because of 
this, it is not possible to schedule 
surveys, even of those hospitals 
definitely included in the sample, 
more than four months in advance 
of a visit. 
—WILLIAM T. MIDDLEBROOK JR. 


Bed capacity defined 


We have just received our copy of 
the new editions of Uniform Charts of 
Accounts and Definitions for Hospitals 
(Chicago, American Hospital Associa- 
tion, 1959. 180 pp. $2.25). We find 
that the term “bed capacity” is to be 
used as meaning the same as “bed 
complement”, Is this correct? Does 
this have any effect on the formula 
used in figuring the per cent of occu- 
pancy? 


The term “bed capacity” is now 
being recommended rather than 
“bed complement”. A review of 
the 1950 edition of the manual to 
which you refer shows only a pass- 
ing reference to the term “maxi- 
mum bed capacity” in the defini- 
tion of bed complement, However, 
in both editions the major empha- 
sis of the definition is on the words 
“beds regularly maintained for in- 
patients” or “beds normally avail- 
able for use by inpatients’. This is 
the significant point of the defini- 
tion whether reference is made to 
bed complement or bed capacity. 

As for the formula used in fig- 
uring the per cent of occupancy, 
again the terminology used is not 
important, but rather the proper 
application of the number of beds 
regularly maintained for inpa- 
tients. This is not to say that the 
terminology in itself is not im- 
portant or that uniformity is not 
desired, but rather that a proper 
understanding of the definition as 
set forth in the manual should be 
acquired. This is given in para- 
graphs 1 and 2 on page 6 of the 
new edition of the manual. 

The term “maximum bed capac- 
ity” is used only to clarify the 
definition. A comparison of the 
new and old definitions will show 
that the meaning is the same in 
both cases.—Ray S. MATYLEWICZ 
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ON TARGET? 
WHICH TARGET? 


New buildings...new equipment... increased 
salaries ... which should be the target of your in- 
stitution’s fund-raising plans? cess by drawing upon this wealth of experience? You 
Probably, you must hit all of these targets with can start without initial expense by inviting us to 
only a few rounds of financial ammunition. This make an analysis of your institution’s fund-raising 
kind of “‘marksmanship’’ demands broad and deep _ plans and potentials. 
experience in performing similar feats. 
For more than 47 years and in over 3550 projects, A me ric an C ity B ureau 
the American City Bureau has “scored” repeatedly PROFESSIONAL FUND-RAISING COUNSEL 
in an endless combination of fund-raising problems 3620 


and circumstances. : 470 PARK AVENUE SOUTH * NEW YORK 16, NEW YORK 
Why not set your sights on the “bullseye” of suc- 410 FORUM BUILDING * SACRAMENTO 14, CALIFORNIA 


FOUNDING MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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Patients Convalesce 


Better 


with good hot food 
served the 


DRI-HEAT 
WAY! 


Centralized food preparation, made pos- 
sible with a Dri-Heat food system does 
more than make patients happy. By 
eliminating extra kitchens and extra 
help, it cuts your costs sharply and helps 
you maintain better feeding schedules. 

With just one kitchen preparing all 
food, you eliminate food waste and in- 
crease menu variety. You immediately 
accomplish complete control over por- 
tions, appearance, diet restrictions and 
personnel. Your patients get piping hot 
food, appetizingly served and always 
within their prescribed menu limita- 


tions. 


Most important, the Dri-Heat hot 
plate keeps food deliciously hot even 
after it is served to the patients. Slow 
eaters or disabled patients need never 
eat cold food—because a Dri-Heat hot 
plate will keep their food hot as long as 


-one hour after serving. 


Investigate the quality-made Dri-Heat 
system. You can use the entire system or 
it is possible to adopt various compo- 
nents into your present system to fit your 


budget. 


i steel cover has special 


Stainless 
hect-trap design 


Dri-Heat Hot Plote accommodates 
any stondard china or plastic dish 


Special alloy pellets can be used 
for heating or chilling food 


Fully insulated stainless steel base 
ects diner's hands. Double wall 
y insulated—gvoranteed not to 
come apart. 


TRAY CART 


DRI-HEAT 
FOOD SYSTEM, INC. 


510 N. Dearborn Street © Chicago 10, Ill. 
Phone: DE 7-4213 


Originators of the modern centralized 


feeding system. 
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TO HELP combat the discard of hospital equipment and supplies into linen chutes, Cedars of 
Lebanon Hospital in Los Angeles took a photograph of the discarded items and posted it in 
the hospital's cafeteria as well as at various nursing and surgical stations in the hospital. 


Photographs help to curb discard of supplies 


Cedars of Lebanon Hospital in 
Los Angeles recently used the 
photographic technique to tackle 
the problem of careless discard of 
hospital supplies and equipment 
into linen chutes. 

A photograph was taken of the 
many and varied items that had 
been found in the linen chutes 
(see photograph). The photograph 
was prominently posted (with a 
suitable caption) at each nursing 
and surgical station. An enlarge- 
ment of the photograph was posted 
in the cafeteria. 

Seymour Schulman, administra- 
tive director of the hospital, re- 
ports that the laundry department 
has experienced a significant de- 
crease in the number of items dis- 


carded into the chutes. However, 
follow-up plans call for exhibition 
of discarded items on a mobile 
cart in the appropriate areas, at 
which time a brief talk will be 
given to personnel, = 


Lightweight bed cradle 


insures patient comfort 


To help remove the weight of 
bedclothes from patients’ feet, a 
bed cradle of steel rod has been 
developed at Severalls Hospital, 
Colchester, Essex, England. The 
bed cradle fits on either side of the 
mattress and/or at the bottom of 
the bed. 

By lifting the bedclothes in this 
manner, there is less danger of 
pressure sores on the heels, foot- 
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drop or disturbance of muscle 
tone in the legs, reports Russell 
Barton, M.B., M.R.C.P., the hospi- 
tal’s physician superintendent, in 
the April 2 issue of The Lancet. 

Less expensive and easier to 
handle than bed cradles of semi- 
circular design, the newly devel- 
oped bed cradle is also easy to 
store. Moreover, there is no pos- 
sibility of a patient hurting his 
shins, which often occurs, even 
when padded semicircular bad cra- 
dles are used. 

Doctor Barton reports that the 
device has been well received by 
the nursing staff on the geriatric 
ward at Shenley Hospital, St. Al- 
bans. 

The cradles can be manufac- 
tured in a hospital occupational 
therapy department. Each cradle 
requires an 8-foot length of %- 
inch mild steel rod. The cost of the 
raw materials for each cradle is 
approximately 19 cents. ad 


Shop storage cabinet used 
to store emergency drugs 


There are many ways to store 
emergency drug ampules, and St. 
Paul’s Hospital in Dallas has de- 
veloped another that has proved 
very successful in its intensive 
care unit. The storage unit, as de- 
scribed im Texas Hospitals, consists 
of 32 plastic drawers housed in a 
cabinet ,approximately 15 inches 
high, 12 inches wide and 6 inches 
deep. Each plastic drawer is 2% 
inches wide, one inch deep and 
5% inches from front to back. This 
provides ample storage space for 
a reasonable number of emergency 
ampules of each specific type. 

Each individual drug drawer is 
neatly labeled and arranged alpha- 
betically. The entire cabinet 
weighs less than 5 pounds, and, if 
circumstances required, it could 
be carried to the patient’s bedside. 
The cabinet, of light gray metal 
finish, was originally a shop stor- 
age cabinet for nuts, bolts and 
small parts. 

When an ampule is withdrawn 
from one of the drawers, a dupli- 
cate charge slip is completed. The 
original goes to the business office 
for posting and the duplicate is 
routed to the pharmacy. This 
pharmacy copy serves as a requisi- 
tion for replacement of the ampule 
for the intensive care unit. . 
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TOP-AWARD WINNING SCHOOL 


John Ireland Elementary School - Odessa, Texas 


ARCHITECTS: Peters & Fields, AIA 
Odessa, Tex. 


GENERAL CONTRACTOR 
W. R. Grimshaw Co. 
Odessa, Tex. 


MECHANICAL CONTRACTOR 
R. W. Gray Plumb’g Co. 
Odessa, Tex. 


MECHANICAL ENGINEER 
Zumwalt & Vinther 
Lubbock, Tex. 


.. selects Halsey Taylor fixtures 


In the Ninth Annual Competition for Better 
School Design, conducted by OVERVIEW, 
a national educational publication, this 
Texas Elementary School was selected as 
one of the top award winners. The jury 
commented: “Appropriate architectural 
forms, facilities well located and organized.” 


Of course, Halsey Taylor water coolers and 
freeze-proof outdoor fixtures were speci- 
fied. The Halsey Taylor line, embracing 
low-level, free-standing and the new Wall- 
Tite and Wall-Mount coolers, as well as 
cafeteria types and fountains, gives the 
architect or builder a wide choice. 


The Halsey W. Taylor Co., Warren, Ohio 


Halsey Taylor coolers are designed to meet 
the highest hygienic standards and are ideally 
suited to installations in public buildings. The 
new Wall-Tite and Wall-Mount series provides 
the added feature of tight-to-the-wail fit with no 
exposed fittings and ease of maintenance, 


ASK FOR LATEST CATALOG, OR SEE SWEET’S OR THE YELLOW PAGES 


This new “All-Climate™ type has 
special all-weather features 
and proves superior for freeze- 
proof installations outdoors. 
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the ve indicati prostatitis” 


the probably most 
chronic infection 


q 


: the ideal: “by far the most effective drug” 


brand of nitrofurantoin 
. by far the most effective drug to be employed, and this has been substantiated in practice. It is a 
drug of low toxicity and, what is more important, bacteria rarely if ever become resistant to it. It can 
be employed for long periods of time, is bactericidal and does not favor the appearance of monilial 
infections.” 
Indicated in: acute and chronic prostatitis = benign prostatic hypertrophy (to prevent or treat con- 
comitant infection) = postoperatively in prostatic surgery 
Supplied: Tablets, 50 and 100 mg., Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 1957. 2. Farman, F., and 
McDonald, D. F.: Brit. J. Urol. $1:176, 1959. 3. Sanjurjo, L. A.: Med. Clin. N. America 43:1601, 1959. 
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editorial notes 


—yes, there is a Montefiore 


O THE Harvey Weisses in Balti- 

more, the Don Carners in Long 
Beach, the Stewart Hamiltons in 
Hartford and all the others who 
have moved a hospital from one 
location to another—or from one 
building to another—the move is 
a mammoth project. 

But to the Martin Cherkaskys of 
the Bronx and the Albin Obergs of 
Belleville, N.J., moving a hospital 
is no trick at all. One day, the 
Montefiore hospital, which Dr. 
Cherkasky directs, was quite se- 
curely located with all its 643 beds 
in the Bronx, one of the bedroom 
boroughs of New York. The next 
morning, Montefiore had magically 
moved some 380 miles north to 
Ogdensburg, just across the St. 
Lawrence from Ontario. 

Across the Hudson from New 
York and just outside the northern 
boundaries of Newark lies Belle- 
ville and its new Clara Maass Me- 
morial Hospital—until the hospital 
was flicked into rural New Jersey 
and to the farming town of Belle 
Meade. 

One thing could be said about 
these moves—no hospital move 
was ever made which disturbed 
patients and staff less, with per- 
haps the exception of Administra- 
tors Cherkasky and Oberg. The 
transfers took place on the printed 
pages of Part 2 of the annual Guide 
Issue, the August 1 number of the 
Journal of the American Hospital 
Association. 

By some fantastic feat of leger- 
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demain, the Montefiore Hospital 
listing was shuffled from its proper 
position on page 144 of the Guide 
Issue (Part 2), between MISERI- 
CORDIA HOSPITAL Est. 1888 and 
the MORRISANIA CITY HOSPI- 
TAL Est. 1929 in the New York 
City section, to page 146 follow- 
ing the ST. LAWRENCE STATE 
HOSPITAL Est. 1890. 

The Clara Maass Hospital stayed 
on its proper page, 130, but skipped 
upward a spot, from the berth 
where it belonged to the Belle 
Meade notch directly above Belle- 
ville. 

The administrators of the hos- 
pitals concerned were understand- 
ably dismayed as well as flabber- 
gasted, and their dismay is shared 
by the staff of this Journal. 

As was pointed out in the August 
number of This Month at the AHA, 
we take all sorts of precautions 
to keep errors out of the Guide 
Issue. We recognize that in a pub- 
lication of its nature and its mag- 
nitude, perfect performance is an 
unattainable ideal, but we would 
prefer our errors to be less signifi- 
cant than the ones cited here. 

We prepare some 30 to 35 data 
cards on each hospital and there 
are 960 holes which could be 
punched in each card, providing 
almost infinite opportunities for 
error by human hand even if the 
data processing machines were in- 
fallible, which they aren’t. 

We shall move Montefiore back 
to the Bronx and Clara Maass back 
to Belleville as quickly as we can 
—in a gummed errata sheet which 


will be distributed to the HoOS- 
PITALS subscription list within the 
next few weeks. We shall also list 
these errors and others we find 
or are found for us in a subsequent 
issue of this Journal. 

Just before this issue went to 
press, we discovered that we had 
shifted the Kent General Hospital 
from Dover to Farnhurst, Del., and 
had omitted accreditation recog- 
nition from the Hall-Brooke Hos- 
pital in Greens Farms, Conn. We 
apologize to all. 

The trouble with our mistakes 
is that we publish them. 


—committee of the whole 


MOST persons con- 
nected with hospitals are con- 
cerned to some degree about the 
staphylococcus problem. Whether 
all of these persons are sufficiently 
concerned about this problem to 
take carefully thought out and 
well directed action to solve it is 
a question. Whether most of these 
persons realize that staphylococcus 
is only one of the 76 more common 
causes of infection in man is 
another question. And still another 
is whether all of these persons 
understand that each one of them 
can make a definite contribution to 
the prevention and control of hos- 
pital infections. 

Every person in the hospital— 
surgeon, engineer, nurse, maid, ad- 
ministrator, dietitian—can make a 
significant contribution to the hos- 
pital campaign against nosocomial 
infections. In the article beginning 
on page 71 of this Journal, Greene 
et al discuss the role of the hos- 
pital engineer in the prevention 
and control of hospital infections. 

The hospital engineer is not 
usually a member of the hospital 
committee on infections. The fact 
is that everybody in the hospital is 
an informal member of the com- 
mittee. Unless everybody in the 
hospital believes this and acts ac- 
cordingly, the hospital campaign 
against hospital infections will not 
be fully successful. 

Therefore, all hospitals every- 
where must inculcate into their 
staff members, professional em- 
ployees, clerical and administra- 
tive personnel, nonprofessional 
and other employees—a spirit of 
watchfulness so that the invisible 
enemy finds no unguarded gap 
to slip through. 


29 


ao 

Sp 

5 

« > 

LA 


© 


EMPLOYEE TRAINING AS A FULL-TIME 


> 


= 


HOSPITALS, J.A.H.A. 


| 
XS 
| 
Be 
A 
» 
| 
aa 
4 
4 


ma A NURSE'S aide, permanently assigned 


to the central sterile supply department, 
shows a recently hired registered nurse 
how to prepare a basic instrument tray 
for use in the surgical suite. 


Well planned training of hospital 
personnel must be considered an es- 
sential staff function, according to the 
author. He describes how a successful 
program initiated by a training direc- 
tor can improve hospital patient care, 
employee morale and public relations. 


of current economic 
pressures and raised stand- 
ards, hospitals require well trained 
employees who know their jobs and 
who can carry out their responsi- 
bilities for proper patient care. 
Training becomes essential with 
greater demands being made upon 
the professional nurse to function 
as a supervisor, and with the in- 
creasing number of nonprofes- 
sionals entering hospital employ- 
ment. 


STAFF FUNCTION 


All organizations train their per- 
sonnel every day—whether they 
choose to or not. Some leave train- 
ing to chance or absorption and 
others have a planned program, 
but all organizations expose their 
employees to situations in which 
the employee learns. If his learn- 
ing is not directed, the employee 
absorbs both the correct and the 
incorrect. Hence, it is not a ques- 
tion of whether or not to train but 
rather of eliminating as much of 
the existing bad training as pos- 
sible and substituting well organ- 
ized guidance. 

Training is not a luxury, but an 
essential part of the function of 
management. It is as much a serv- 
ice operation as is central purchas- 
ing, personnel or central supply. 


E. G. Merritt is training director, Decatur 
and Macon County Hospital Association, 
Decatur, Il. 


ALL NEW employees of the hospital attend 
a general orientation session, at which a 
training film prepared by the hospital is 
shown. This film describes hespital organi- 
zation, employee benefits and other mat- 
ters common to all hospital personnel. 
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The money spent in salaries to em- 
ployees is the largest single item 
in the hospital budget. From a pure 
cost basis, the proper use of this 
expenditure should be assured. 


Training must take its place 
among other staff functions in the 
hospital organization. A hospital 
with 400 or more employees can 
well afford the services of a full- 
time training director. In the hos- 
pital of less than 400 employees, 
care should be taken to equate the 
importance of training with other 
major administrative functions. 
The training department at De- 
catur and Macon County Hospital 
was established with three princi- 
ples in mind: 

1. Well trained employees give 
better and more efficient patient 
care because they know the re- 
quirements of their jobs and 
how to meet them. 


by E. G. MERRITT 


2. Well trained employees will as- 
sure better public relations be- 
cause they give a feeling of 
security to the patient and 
know how to handle situations 
involving the public. 

3. Well trained employees will 
stay on the job longer because 
they know and understand their 
responsibilities and are satisfied 
with the work. 

Interestingly enough, the sugges- 
tion to establish such a department 
came from the public relations 
committee of the board of direc- 
tors. This committee, composed of 
leaders in the community, realized 
that good public relations begins 
with the employee. Its prime 
intention was to achieve better pa- 
tient care through employee de- 
velopment. Were employees learn- 
ing to give patient care in the best 
ways? Did the supervisors know 
and practice principles of good 
management? Were they able to 
teach and emulate good human re- 
lations? To achieve positive an- 
swers to these questions, employee 


training and development was made 
the chief responsibility of one de- 
partment. As a secondary respon- 
sibility of an already established 
department, training would receive 
secondary treatment. 


TRAINING: A STAFF FUNCTION 


The training department is a staff 
function. It is not a part of nurs- 
ing service or personnel but re- 
ports directly to top management. 
Because the training department 
has equal status with other depart- 
ments, training can be carried on 
with little danger of breaking the 
lines of authority. 

For a training department to be 
successful it is important that top 
administration: 

1. Pave the way for training be- 
fore it is actually initiated. 

2. Actively support the training 
activities. 

3. Help guide the development 
of training programs. 

4. Establish training as an im- 
portant part of the function of 
every department. 

Without this support, the training 
department has little chance of 
success, 

Because training is a staff func- 
tion, it must meet the needs of the 
various departments and be of 
service to them. The services—ad- 
vice, assistance, coordination and 
help in employee training—are 
perhaps not as tangible as those 
offered by other staff departments, 
but they can be equally beneficial. 
The responsibility of the training 
department is not to conduct all 
training sessions, but rather to 
stimulate and to assist their de- 
velopment within the individual 
departments. 


DEVELOPING A PROGRAM 


In establishing a program for a 
particular department, the training 
director helps plan effective ways 
of presenting the material and co- 
ordinating it with other depart- 
ments. That part of the program 
dealing with job skill training is 
carried on by the designated de- 
partment supervisor. A summary 
of the training needs of a depart- 
ment is submitted to the training 
director who plans a program with 
the cooperation and approval of 
the department head. In many in- 
stances, the training director has 
the responsibility of determining 


31 


TRAINING DEPARTMENT NEEDED i 


il 
* 


the need for training. He does not 
always wait for it to be brought to 
his attention. 

To fulfill the basic objective for 
establishing the training depart- 
ment, each employee would have 
to know thoroughly his role in the 
hospital. The job skill itself is im- 
portant, but so is the reason for 
doing the job. Its relationship to 
other positions in the organization 
must be fully understood if the 
employee is to be effective. 


NEW EMPLOYEE ORIENTATION 


Orientation of all new employees 
was the first training session to be 
developed at Decatur and Macon 
County Hospital. The purposes of 
this session are to create a good first 
impression, answer the employee’s 
questions and to emphasize the im- 
portance of the individual on the 
hospital team. Orientation has 
grown from a general session with 
film strips about our hospital to 
more specific and longer periods 
of training for: 

1. The professional nurse. 

2. The licensed practical nurse 
trained in another area. 

3. The intern. 

4. The new department head. 

5. Faculty member of the school 

of nursing. 
_ Because the supervisor is the key 
to the successful operation of any 
department or nursing unit, it is 
natural that he be among the first 
to be considered in any training 
program. Training must start at 
the top. Administration, depart- 
ment heads and the head nurse 
group take part in supervisory de- 
velopment programs. 

At the opening training session 
at our hospital, these management 
people learned about the general 
orientation material presented to 
their employees. The next step was 
a detailed review of the personnel 
policy manual by the administra- 
tor, thus enabling each supervisor 
to better interpret the meaning of 
the policy for his personnel. The 
selection of employees, basic super- 
visory skill and counseling were 
discussed, using films and speakers 
from local industry. The following 
series of sessions covered these and 
other related topics: the evalua- 
tion of the employee; determining 
training needs and methods of job 
training; communications; and 
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human relations involved in good 
supervision. The series ranged from 
8 to 12 weeks in length. 

The use of outside personnel adds 
interest to any training program. 
Although the material presented 
may not be new, it will be stated 
in a different way and with new 
emphasis. Almost every community 
has a good supply of resource peo- 
ple who are available at little or no 
cost. Local industries are happy to 
furnish their management and 
training personnel as are universi- 
ties with experts in the fields of 
human relations, management and 
communications on their faculties. 

After the general and basic ma- 
terials have been covered, it may 
be necessary to divide supervisory 
personnel according to stages of 
development. Such division is de- 
sirable in view of differences in 
past experience and training, vary- 
ing acquaintance with supervising 
techniques among newly appointed 
supervisors, and the degree to 
which supervisory principles are 
actually used by individual super- 
visors. 


NURSING SERVICE TRAINING 


Because nursing service com- 
prises almost 50 per cent of the 
total hospital personnel, the co- 
ordination of training in this de- 
partment becomes an important 
function of the training depart- 
ment. Relieving nursing service of 
this responsibility was an attempt 
to give training the primary at- 
tention that it needs and to fur- 
ther utilize the training department 
as a staff service. The training re- 
quirements for nursing service are: 

1. Orientation of personnel. 

2. Nurse aid training. 

3. Clinical experience for the li- 
censed practical nurse. 

4. Continuous educational pro- 
grams for all personnel. 

5. Development program for 
management and other supervisory 
personnel. 

6. Orientation and training of 
the junior volunteers. 

7. Training of operating room 
technicians. 

Opportunities for beneficial 
training programs in nursing serv- 
ice are many. Isolation procedures, 
charting, mental health, lifting 
methods, approaches to visitors 
and the cooperation of nursing 


THE TRAINING officer and the executive house- 
keeper confer about the autumn training pro- 
gram for housekeeping employees, while the 
assistant housekeeper prepares the vacation 
and the days-off schedules. 


service with the x-ray, laboratory 
and dietary departments are but 
a few of the types of programs 
that can be arranged. Whenever 
subject matter permits, a vertical 
scheduling of nursing service per- 
sonnel should be planned; that is, 
the aide, the licensed practical 
nurse and registered nurse can re- 
ceive the program together. The 
newly employed professional nurse 
needs special orientation. 

At Decatur and Macon County 
Hospital, a medical floor serves as 
the training unit for this purpose. 
In this temporary assignment of 
two to three weeks, the newly 
employed nurse has time to be- 
come adjusted to hospital proce- 
dures before she assumes her per- 
manent assignment. The head nurse 
on this unit is responsible for 
training as part of her duties and 
has time allotted for this purpose. 
The plan has been well received 
by the new employee—especially 
the nurse who has been away from 
nursing for a time—and the unit 
to which the nurse is permanently 
assigned. 

Workshops are an excellent way 
to stimulate thinking. If a nursing 
expert is brought to the hospital, 
the entire staff is exposed at almost 
the same cost of sending one per- 
son to an institute. If possible, one 
such program a year would be of 
great value. Staff nurse develop- 
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INTERNS JOINING the staff of Decatur and Macon County Hos- 
pital attend a general orientation session conducted for all 
new personnel. Thereafter, the training officer periodically holds 
sessions, similar to that pictured here, to discuss interns’ prob- 


lems or explain changes in hospital policies. 


ment is usually the subject of this 
workshop. 


All programs are conducted on 
hospital time. Although overtime 
is not paid, compensatory time off 
is given. The evening and day nurs- 
ing service staff is best contacted 
at the overlap of shift in the after- 
noon; night personnel usually are 
contacted at the beginning of their 
shift. Programs for other depart- 
ments, such as housekeeping, credit 
and laundry, are easier to conduct 
because there are only one or two 
shifts and fewer employees than 
in nursing service. 


Within the hospital, there are 


many experts who can help in 
conducting general training ses- 
sions. For example, the health 
service supervisor can discuss the 
importance of appearance and per- 
sonal hygiene with the housekeep- 
ing staff; the physiotherapist can 
help the laundry personnel with 
advice about types of shoes and 
care of the feet; the purchasing 
agent explains the cost of supplies 
to nursing service; and the phar- 
macist plays an important role in 
the training of nursing secretaries 
and medical record personnel. Use 
of this technique not only makes 
a more interesting and worthwhile 
program, but it increases interest 
in training by involving more 
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hand surgery. 


people and by helping to develop 
the individual presenting the ma- 
terial. In nursing service, for exam- 
ple, presentation of the isolation 
procedure was divided among the 
head nurse group, with each nurse 
responsible for presenting a por- 
tion to the entire nursing staff. 

In the school of nursing, the 
head of the counseling department 
of one of the high schools assisted 
in the counseling program for 
student nurses. Arrangements were 
made for a local university to pre- 
sent a program on teaching tech- 
niques at the hospital for the 
benefit of faculty and head nurses. 
There is almost no limit to the 
type of programs that can be de- 
veloped within the organization 
and supplemented by outside ex- 


perts. 
MEASURING EFFECTIVENESS 


Perhaps hardest to measure are 
the results of a training program. 
This cannot be measured in a short 
period of time but must be ob- 
jectively viewed over a period of 
months—even years. There are 
several ways: 

1. We question our patients on 
a sample survey basis for their 
opinions on the care that we give. 
From the answers that we receive 
from this type of study we are 
able to judge, in part, the quality 
of care that we are giving. 


* 


‘DECATUR AND Macon County Hospital is fortunate in that a registered nurse 
with considerable experience in the surgical suite acts as a clinical instructor 
to teach new operating room technicians how to perform their duties. Here, un- 
der her watchful gaze, technicians “prep’’ a simulated patient's arm prior to 


2. The community is a sound- 
ing board on patient care and we 
learn from what we hear. 

3. Our turnover figures have 
dropped considerably. The em- 
ployees are receiving better super- 
vision: in addition, we have better 
personnel selection, better handling 
of employees and their problems 
and better direction on the job. 

4. If the employees are satisfied 
in their jobs the reasons for turn- 
over will be more sound. 

5. The administrator is in the 
best position to evaluate the bene- 
fits of training by the problems 
that come to his attention, par- 
ticularly if he has been in the 
position for some time. 

We are pleased with the results 
of our training programs, but rec- 
ognize that the process of good 
employee development is contin- 
uous. This is true of the super- 
visor as well as of the employee. 
To train, retrain and train again 
is the philosophy that must be 
adopted. The phrase, “the patient 
comes first,” is heard often. This 
can only have realistic meaning 
when the employee who is giving 
service knows his job, is happy 
with his work and has the proper 
attitude toward the organization. 
The value of the employee to the 
hospital lies not only in what he 
is, but what he may become 
through training. Ld 
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HE PHYSICAL setting of a resi- 

dential unit for emotionally 
disturbed children is very impor- 
tant in treating children and could 
affect their possible return to nor- 
mal life. Working with disturbed 
children and observing their reac- 
tions in various settings increases 
one’s awareness of the part played 
by the physical features of the set- 
ting in determining the child’s 
behavior. The possibility of the 
practical application of these ob- 
servations in planning and building 
new units has inspired a nurse and 
an architect to work together. The 
result is the accompanying plan for 
a proposed home and school for dis- 
turbed children demonstrating the 
highly subjective and collaborative 
design process necessary for a 
project of this type. The plan has 
received favorable response from 
those child psychiatrists who have 
been consulted. 


HOME-LIKE ATMOSPHERE 


There are some fundamental 
aspects of the physical setting, 
which although clear to one who 
works with emotionally disturbed 
children, may be overlooked by. the 
usual architect or planning board 
engaged in designing a new unit. 
Are methods used in planning a 
residential unit for emotionally 
disturbed children consistent with 
its objectives? Despite talk about 
a “home-like atmosphere’, the 
building usually is long, rectan- 
gular and Y-shaped or U-shaped. 
These structures remind the child 
of schools, hospitals or court houses 
—places where he has been un- 
happy. Any setting is, at best, 
artificial. There is no substitute for 
the home. Still, it may be possible 
to make the setting less awesome 
by creating an “artificial” home. 
The form that has been worked 
out in the accompanying sketches 
is based upon the circle, tradi- 
tionally a symbol of warmth, close- 
ness and protection. “The family 
circle” and a “circle of friends” are 
common expressions. 


Gladys M. Hillsman is psychiatric nurs- 
ing consultant, Children’s Medical Center, 
Tulsa, Okla., and Paul D. Snreiregen is an 


' architectural designer, with offices in 


Washington, D.C. 
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The significance of the physical en- 
vironment in the treatment of dis- 
turbed children inspired a_ circular 
concept for a residential unit, accord- 
ing to the authors. They discuss how 
a nurse and an architect collaborated 
on a plan beneficial to both the nurs- 
ing staff and the children. 


What are some of the objectives 
sought in a residential unit for 
disturbed children? Such a unit 
should help increase the child’s 
sense of security within himself 
and help him to develop a sense 
of security toward society and his 
place in society. Hazards ought to 
be reduced by building in safety 
features. To help the child, the 
staff should have the maximum 
opportunity to observe him—with- 
out destroying his chance for pri- 
vacy. 

In working with emotionally dis- 
turbed children, certain recurring 
patterns can be seen. When a child 
is separated from his family and 
admitted to the unit, he is con- 
fronted by an unfamiliar building 
and strange people. His fear of the 
unknown may be realistic, but too 


closest to the office of the child- 
care counselor are filled first. The 
new child has to go to the end of 
the hall where he may feel that 
he is “alone”. He stands in his 
doorway, looking out at frequent 
intervals to make sure he has not 
been completely deserted. At night 
he doesn’t want to go to bed be- 
cause he is too far away to be sure 
someone is still around. He insists 
on waiting for the night staff to 
come on duty. His fear does not 
leave in a few days or weeks; he 
harbors the bitter knowledge that 
adults do desert children. Even 
when the staff member makes an 
effort to stay at the end of the hall 
near his room, the phone may ring, 
or another child may call. Again, 
the new child is alone. 


CLOSE TO STAPF 


The original reason (proximity 
to staff personnel) for placing 
some children close to the office is 
lost when the conscientious staff 
member makes frequent visits to 
the new child. The partially estab- 
lished child begins to feel left out; 
if moved, to make room for the 


LIVING IN A CIRCLE- 


by GLADYS M. HILLSMAN, R.N., and PAUL D. SPREIREGEN 


often he has an active fantasy life, 
which creates additional fears. 
Some of the questions that arise 
after the child is admitted to the 
unit are: Which room will be best 
for him? Where will he be most 
comfortable? How can he be ob- 
served without making him feel 
that he is being watched, and still 
let him know that staff guidance 
is available to him? 

In a typical resident unit for 
disturbed children, the rooms 


new child, he again is displaced 
for someone “more important”’. 

Would the child’s fears be better 
allayed by arranging the rooms 
around a central office? If he slept 
with his door open, he would only 
have to lean over in bed to have a 
visual range covering most of the 
unit. With this arrangement, the 
staff members would be more 
readily available to all of the 
children. 

An alternate view of this con- 
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PROPOSED HOME AND SCHOOL FOR DISTURBED CHILDREN—GLADYS M. HILLSMAN, R.N.—PAUL D. SPREIREGEN, ARCHITECT. 


a proposal for a residence for disturbed children 


cept of closeness must not be over- 
looked. Some of the children are 
frightened by the thought of being 
too close to adults. This, too, 
means getting hurt. There must be 
space between the rooms and the 
office, allowing the child the op- 
portunity to gauge his own degree 
of closeness at a rate he can tol- 
erate. The space could be arranged 
as a recreation area without de- 
stroying traffic patterns. An answer 
to the comments that this would 
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be wasted space might be: “If it 
helps the child, is the space 
wasted?” 

It is common in a residential 
setting for children to collect 
around the counselor’s office and 
obstruct the hallway. Would the 
central arrangement increase or 
decrease some of the “horseplay” 
used by children to get attention? 
How would it affect the spread of 
excited behavior among children? 
It has often been observed that 


disorder breeds more readily among 
children who have little supervi- 
sion. This plan provides a possible 
means of constant and direct con- 
tact between the counselor and 
the child. 


GOING TO SCHOOL 


From the children’s comments, 
going to school in the same build- 
ing as they live increases their 
feeling of being “hemmed in”; 
going out to school seems more 
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.ent come upon a place appealing to 


1. The site—The concept of a circular resi- 
dential unit for emotionally disturbed children 

--. has been studied in this application of a 15-unit 
home in relation to the existing children’s hospital 


The site selected was chosen for its proximity to existing residences, the 
existing hospital and the restful setting in the woods. 


2. Approaching the building—Ap- 
proaching the building, child and par- 


both of them. The child sees it as a 
pleasant place, perhaps recalling images of a circus or tent. The parent's 
anguish, too, may be somewhat eased by not bringing his child to a 
‘“clinical’’ or “institutional’’ looking building. 

Upon arrival, parent and child should be spared the discomforts of a 
clerical reception. This should have been handled earlier. 


“normal”. There is more of a sense 


- of achievement in going to another 


place for school. A place where a 
different kind of behavior is ex- 
pected. Certainly there will at 
times be children who can tolerate 
little or no school. These children 
remain in the residence but. need 
not feel isolated in a hall of empty 
rooms. There is a challenge to the 
child to be able to do what the 
others do; a more pleasant resi- 
dence atmosphere will not neces- 
sarily entice him to remain apart. 

For sheer utility, a circular pat- 


- tern does cut down the “mileage’”’ 


the child care counselor must cover 
during the day. Considering the 
worker’s emotional output, he can 


Thus, the child approaches a new “home”. 


their attendants. 


mediately and clearly discernable. Nothing is hidden. 


The place is bright and colorful. It is attractive enough to ease the 
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around it, where the child may retreat for privacy without loosing his 


transition from parent to the new “home”. 


4. The concept—tThe major building, 
the “home” looks inward, emphasizing 
security. Its large size and dominance 
and its “community’’ emphasis are sup- 
plemented by the many small rooms 


feeling of “belonging”’. 


Therapy, office visits, and the like, are accomplished at a separate 


place attached to the ‘“home”’. 


3. Entering the building—Upon en- 
tering the building, child and parent see 
a large room with groups of children and 


Surrounding the large room are a num- 
ber of smaller rooms. Everything is im- 
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at least be spared some physical 
depletion. Easing the counselor’s 
load could increase the quality of 
child care. 

Whatever the merits of the plan 
shown here, we emphasize that 
' they are the results of a collabora- 
tion between experienced clinical 
personnel and modern architec- 
tural thought. An architect could 
adjust the basic circular concept 
to particular conditions, depending 
upon the community needs, the 
funds available, or other factors. 
But this detailed planning must 
be done with the same spirit of 
collaboration as the design shown 
here if the final project is to be 
successful. 

The type of residence discussed 
here is designed as an annex to 
an already established children’s 
hospital and will accommodate 15 


The school, in contrast to the inward-looking home, looks outward to children. 7 


the signs of nature in the nearby world. 


5. Building Details— 
Every detail of the build- 
ing is planned to with- 
stand the most violent 
attacks and energies of 
the children. Yet, at the same time, the details function 
as objects of warmth and security. Ingenuity can solve 


6. Questions raised—in attempting to interpret a con- 
cept of child treatment in building form, problems arise. 
e To what degree should the sexes be mixed? (The 
plan shown assumes contact as a part of therapy.) 

e What degree of destruction can be tolerated? 
e How can materials, rough in form and appearance, 
yet attractive and durable, be used to advantage? 
(Rough lumber can be used to make an interesting, 
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part of this problem, but if one is to be realistic, it is 
probably necessary to provide a substantial budget for 
replacement of furnishings. 

The sketch at left of a double room suggests a type 
of bed serving also as storage unit, and a window made 
of fixed glass and ventilating panels to avoid the familiar 
institutional look. 


yet handsome ceiling-roof structure. Ceramic tiles, 
brick and stone can also be inexpensive, durable 
and easily maintained.) 

Such problems and questions suggest that the concept 
proposed here might be regarded as an interesting op- 
portunity for experiment. Studies could be made on a 
variety of child-child relationships and child-group and 
child-environment problems. 
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PLAN 
FOR A REGIONAL 
REHABILITATION CENTER 


by SISTER ANN RAYMOND, 5§.C.L., R.N. 


a aoa SHOW that one out of 
every 12 persons in the United 
States is handicapped. The national 
problem has become so over- 
whelming that communities have 
had to make it a local issue. Tax 
supported agencies and volunteer 
groups are helping to provide re- 
habilitation service of one kind or 
another, but these services are 
neither simultaneous nor compre- 
hensive. These conditions have 
prompted local communities to 
open rehabilitation centers. De- 
spite small beginnings, the agen- 
cies, clubs and other groups in the 
area have become increasingly in- 
terested and have provided invalu- 
able assistance. 

It may cost a community several 
thousands of dollars to rehabilitate 
a handicapped person to the point 
where he can become an independ- 
ent, wage earning individual, but 
this is an insignificant amount 
compared to the funds it would 
take to support this person and 
perhaps his family for the rest of 
his life. Furthermore, the self-re- 
spect and happiness accompanying 
a disabled person’s return to work 
cannot be figured in dollars and 
cents. 

Most communities have the basic 
facilities, personnel and organiza- 
tions necessary for total rehabili- 


Sister Ann Raymond, S.C.L., R.N., was 
administrator of St. Vincent's Hospital, 
Billings, Mont., at the time this article 
was prepared. Sister Ann Raymond now 
serves as administrator of St. Anthony's 
Hospital, Las Vegas, Nev. 
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The efforts of nationally affiliated 
agencies and volunteer groups to pro- 
vide rehabilitation services for the dis- 
abled must be coordinated within the 
community, the author states. She de- 
scribes how existing facilities at St. 
Vincent’s Hospital, Billings, Mont., will 
serve as the basis for a comprehensive 
regional rehabilitation center. 


tation, but these efforts lack 
coordination. There is needless du- 
plication of funds, trained person- 
nel and expensive equipment. The 
answer to this problem is a re- 
habilitation center with both an 
inpatient and an outpatient service. 
To provide the inpatient facility, 
such a center must be connected 
with a hospital. 


SOURCE OF PATIENTS 


Before attempting to set up a 
rehabilitation center a source of 
patients must be guaranteed. The 
“Midland Empire”, of which Bill- 
ings, Montana, is the center, arpi- 
trarily encompasses south central 
Montana, northern Wyoming and 
the western Dakotas. Part of this 
area is to be serviced by the reha- 
bilitation centers being established 
in Great Falls, Butte and Missoula 
in Montana and Thermopolis in 
Wyoming. 

Because the other centers are 
not completely comprehensive, 
many of the patients in these areas 
will of necessity come to the Bill- 
ings center. For example, the cen- 


ter in Wyoming is lacking such 
personnel as neuro-surgeons, 
orthopedic surgeons and other 
specialists. The largest of the cen- 
ters, the one in Great Falls, is an 
outpatient center only, so that at 
present there is no completey com- 
prehensive rehabilitation center in 
Montana, other than the one 
planned for Billings. 


NATIONAL SUPPORT NEEDED 


The cost of rehabilitation is so 
prohibitive that without the aid of 
supporting and contributing agen- 
cies, any total rehabilitation pro- 
gram would be doomed to failure. 
Rehabilitation is not a money- 
making project. There must be 
some subsidy or supporting fund, 
for very few disabled persons can 
pay for their own rehabilitation. 
Support must come from nationally 
affiliated agencies and volunteer 
groups. In all communities, each of 
these organizations is distinct, 
limited by its own directives and 
organizational structure, and each 
serves a definite need in the field 
of rehabilitation. However, no 
single group has either the capacity 
or the financial resources to de- 
velop a complete service; herein 
lies the difficulty. Total rehabilita- 
tion, regardless of who provides 
the services, must be community 
oriented rather than agency cen- 
tered. All must work together. 
Through meetings and conferences, 
each must decide what it can con- 
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tribute to the over-all program. 

In Billings, a chapter of the 
Society for Crippled Children and 
Adults spends 75 per cent of 
Easter Seal funds on a local work 


the Soroptimist Club have provided 
a salesroom for the sale of articles 
made by the handicapped. Home 
demonstration groups and _ the 
Weavers Guild have promised to 
help in the training of the handi- 


capped. The Montana Bureau of 
Vocational Rehabilitation is help- 
ing to supply splints, a powered 
wheel chair, an electric typewriter 
and other equipment for those who 
need such items to earn a living. 


adjustment program. Members of 


GENERAL SCHEMATIC OUTLINE 
FOR THE 


ORGANIZATION OF A COMPREHENSIVE REHABILITATION PROGRAM 


CITIZENS’ ADVISORY COMMITTEE 
ON REHABILITATION * 


| 


REHABILITATION CONFERENCE 


| REHABILITATION COUNCIL 


| 


COMMITTEES 


| EXECUTIVE COMMITTEE 


| STANDING | 


The Rotarians have promised to 
provide recreational therapy when 
it is needed. 

We are trying in effect, to in- 
tegrate and coordinate existing but 
disseminated services. In time, it 
is hoped that funds from the Com- 
munity Chest, the National Foun- 
dation and other agencies inter- 
ested in the handicapped and their 
rehabilitation will be forthcoming. 


PLAN FOR BILLINGS CENTER 


The general organization of the 
Midland Rehabilitation Center at 
Billings is still in the process of 
development. Schematic outline of 
the organization is shown in Chart 
1. Hub of the center will be St. 
Vincent’s Hospital, in which some 
of the needed services and facilities 
are already available. According 
to the present plans, a citizens ad- 
visory committee functions as a 
steering committee. This group, 
made up of a vocational rehabilita- 
tion counselor, an orthopedist, a 
neurologist, a psychiatrist, hospi- 
tal administrators, and a business- 


FINANCIAL 
DIRECTOR 


MEDICAL-SOCIAL 
COORDINATOR 


man and woman, has met regularly 
for the past two years. A constitu- 


* This committee having discharged its obligations is automatically absorbed 
by the organization after it has reached parliamentary status. 


tion and bylaws committee has 
been formed, and as soon as the 
constitution and bylaws are tenta- 
tively formulated, a Rehabilitation 
Conference will be formed, con- 
sisting of representatives from hos- 
pital management, specialists in 
the medical and paramedical fields, 
and directors of official agencies 


The rehabilitation services needed to develop to the 
fullest the potential of the aging person are described 
in a pamphlet circulated by the National Advisory Com- 
mittee for the White House Conference on Aging. 

This 50-page booklet provides background informa- 
tion for delegates to the national conference to be held 
Jan. 9-12, 1961, and the preceding state and local 
conferences. It was prepared under the guidance of 
Howard A. Rusk, M.D., director of the Institute of Physical 
Medicine and Rehabilitation, New York University, and 
chairman of the Planning Committee on Rehabilitation. 

Issues discussed in the paper include the extent and 
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Rehabilitation services 


nature of disablement among middle-aged and older 
persons; their need for modern rehabilitation services; 
the existing agencies, services, and facilities available 
to them; and community support and understanding of 
public and voluntary rehabilitation programs. 

The pamphlet states that the physician and the public 
must assume a positive attitude toward chronical illness 
and disability and place physical medicine and rehabilita- 
tion for the chronically ill on the same level as medicine 
and surgery for the acutely ill. 

“All acute general hospitals should have a department 
or a division of physical medicine and rehabilitation. The 
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and volunteer groups. This con- 
ference, although too large for 
frequent meetings and too un- 
wieldy to accomplish tasks, none- 
theless is to be a permanent 
organization with officers and com- 


dered the patient by the center, he 
will have to be familiar with the 
causes of disabilities, the remedial 
therapies and the measures em- 
ployed in the development of 
abilities. 


Eventually, a financial director 
will be appointed to take respon- 
sibility for obtaining financial sup- 
port from agencies and organiza- 
tions, from patients who are able 

(Continued on page 97) 


mittees, and will continue to be the 
contact between the various or- 
ganizations in the community and 
the center. 

Once established, the Rehabilita- 
tion Conference will elect from 
among its members a council made 
up of appointed or elected repre- 
sentatives of the various and sepa- 
rate groups in the conference. For 
instance, one doctor will represent 
the medical profession on the coun- 
cil, but in the conference each 
specialty will have its representa- 
tive. The rehabilitation council will 
have authority delegated to it by 
the conference, will appoint com- 
mittees for definite tasks and will 
act in the name of and for the 
conference. 

An executive committee of three 
to five members will stem from the 
council, with power to come from 
the conference. It is here that the 
responsibilities, the support, the 
time and the labor will be given. 
This small committee will be the 
real working committee of the 
organization. 


DISABILITIES 


EVA LUA TION 


PHYSICIAN WILL BE LINK 


As the work of the rehabilitation 
center progresses and more and 
more of the many facilities needed 
become available, a medical-social 
coordinator who is also a physician 
will be necessary to provide a link 
between the patient and all of the 
services accessible to him. Directly 
responsible for all treatment ren- 
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BASIC DIAGNOSTIC THEREUPUTIC VOCATIONAL SERVICE 


IN A 
COMPREHENSIVE PROGRAM 


| 
Nursing 
Speech, Hearing 
and 
Sight Therapy 
Recreational 
and 
Group Therapy 
Physicol 
Therapy 


Vocationao! 
Counseling 
and Job 


Social 
Service 


Psychological 
and Persona! 
Counseling 
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Work 
Adjustment 


Prosthetic or 
Brace Fitting 
and Training 


Pre-Vocational 
Evaluation 
Testing and 
Training 


called key to care of aged 


larger ones should have the full scope of services with 
beds under the direction of a physiatrist assisted by other 
rehabilitation personnel such as the physical therapist, 
occupational therapist, rehabilitation nurse, vocational 
rehabilitation counselor, psychologist, speech therapist, 
and social worker,”’ the pamphlet states. 

It continues: ‘‘The smaller hospitals should have ade- 
quate specialized personnel to meet their rehabilitation 
needs.” 

“Chronic disease hospitals wherein rehabilitation needs 
even greater emphasis than in the acute hospitals should 
have the full range of physical medicine and rehabilita- 
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tion services.“ 

The special problems of nursing homes where the 
average patient age is 80 years and two-thirds are over 
75 years old are also discussed in the pamphlet. 

“The care given in most nursing homes and homes 
for the aged is limited to nursing and custodial care with 
no restoration or rehabilitation service," the pamphlet 
states. 

It continues with a discussion of the value of such 
rehabilitation programs in offering varying degrees of 
personal independence and a renewed interest in living 
to the aged or chronically ill. a] 
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METROPOLITAN 
HOSPITAL 


COUNCIL 


io BIRMINGHAM Hospital Coun- 
cil has actually been in exist- 
ence since 1944. Since then, ad- 
ministrators from the 12 original 
institutional members and those 
added later have met monthly. 
During this period, the council 
served primarily as a forum for 
discussion of common problems 
with little organized community 
programing or binding action. 

By 1958, there was a noticeable 


James E. Crank is associate administra- 
tor of the University Hospital and Hill- 
man Clinic and past president of the Bir- 
mingham Regional Hospital Council, Inc., 
Birmingham, Ala. 
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A step-by-step account 

of the development of the 
Birmingham (Ala.) ‘a 


A hospital council enables member 
hospitals in a metropolitan area to ap- 
proach their problems and to win com- 
munity support on an organized basis, 
the author states. He discusses the back- 
ground and development of the Bir- 
mingham Regional Hospital Council, 
its progress to date and plans for the 
future. 


trend toward unifying activities in 
a more formal organization which 
would concentrate on an educa- 
tional community oriented pro- 
gram. Frequently discussed were 
possible ways of containing hospi- 


tal costs through common programs 
and increasing efficiency on a 
group basis. 


BYLAWS REVIEWED 


Early in 1958, a bylaws commit- 
tee was appointed to review and 
revise the constitution and bylaws 
of the Birmingham Hospital Coun- 
cil. While that committee was still 
at work, there was a lengthy dis- 
cussion of local hospital problems 
at the regular monthly meeting of 
the council on August 5, 1958. 
These issues seemed to call for a 
united approach on the part of all 
hospitals in the area. Several ad- 
ministrators present expressed 
interest in changing the scope of 
the council program; A committee 
was appointed to explore the possi- 
bility of reorganizing the Council. 
At the next monthly meeting in 
September, this committee recom- 
mended that an office for the Bir- 
mingham Hospital Council be estab- 
lished “‘to deal primarily in public 
relations, research and group pur- 
chasing”. An attorney was retained 
to draw up the constitution and 
bylaws and to explore tax exempt 
status and possible incorporation. 

The Blue Cross and Blue Shield 
Plans in Alabama expressed an 
interest in the program; they were 
aware of a need for research on 
hospital costs. Because an insur- 
ance rate raise was pending, in- 
formation about hospital costs 
based on actual cases in this com- 
munity would help explain to the 
public why health care was costly. 
The willingness of the Plans to 
supply office space and secretarial 
help was made known to the coun- 
cil. Use of their data processing 
equipment and help in developing 
the statistical and cost-finding pro- 
gram was also offered. It was sug- 
gested that a council program head 
chosen from the business field 
rather than the hospital field, 
would bring a “fresh and un- 
biased” approach to the program 
which might not be possible if a 
hospital man were employed. 

The reorganization committee 
recommended that the Council un- 
dertake this program with a mini- 
mum commitment of one year, and 
that if the project were to succeed, 
all the larger hospitals in the coun- 
cil would participate in the financ- 
ing. Questions of budget, salary, 
organizational structure, and the 
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type of individual to be considered 
for council leadership were ex- 
plored fully. The problem of 
financing the project was ap- 
proached from several angles. It 
was agreed that the administrators 
would discuss the projected pro- 
gram with their boards of trustees 
speaking in preliminary terms of 
50 cents to one dollar per bed per 
month as necessary to finance the 
project. A smaller committee was 
appointed to work with the presi- 
dent of the council on final recom- 
mendations along the lines pro- 
posed in the first discussion. This 
committee met almost immedi- 
ately. The proposed revision of 
organizational structure, bylaws 
and the methods of financing were 
again discussed. The most up-to- 
date bylaws of the Birmingham 
Hospital Council adopted on Aug. 
1, 1945, provided for a slate of of- 
ficers consisting of a president, vice 
president and secretary-treasurer. 
Although it would be possible to 
set up as an unincorporated asso- 
ciation and to request tax exemp- 
tion privileges, the attorney ad- 
vised the council to incorporate. 


COUNCIL RENAMED 


The Council was renamed “The 
Birmingham Regional Hospital 
Council” to encompass hospitals in 
outlying areas particip@ting in its 
activities, and general purposes 
were developed. Under the Ala- 
bama laws governing incorpora- 
tion, it was necessary to set up a 
board of directors. The board was 
to be made up of three officers 
and two members elected from the 
membership. A fiscal year had to 
be established along with provi- 
sions for membership and for 
voting, and the organization was 
structured with responsibility for 
both assessment and regular pay- 
ment of dues. 

A meeting of members of the 
Birmingham Council was called 
to discuss progress and to get the 
program under way as quickly as 
possible. Proposed methods of as- 
sessment by groups of hospitals 
were presented. Group I consisted 
of hospitals located in or near Bir- 
mingham, and Group II was made 
up of hospitals either outside the 
metropolitan area or those which 
were not acute general hospitals. 
The suggestion to have two groups 
was based on the question of 
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whether benefits from the pro- 
gram would vary according to 
geographical activity. Administra- 
tors were again encouraged to get 
a decision from their boards of 
trustees, and the committee was 
asked to continue its activities. 
At the next monthly meeting, 
council reorganization was dis- 
cussed further and two members 
were elected to the board. It was 
agreed that each hospital wishing 
to participate would make a one- 
year written commitment, and that 
administrators would be willing to 
request renewal of this for their 
hospitals for a second year. It was 
also decided that the council would 
set the cost to be assessed to each 
hospital; that the cost should be 
levied on a patient day basis; and 
that the maximum amount per 
month for any hospital should be 
fixed at $150. The board agreed to 
prepare letters of proposal and 
commitment for each hospital, to 
be returned to the council secretary. 
A satisfactory constitution and 
bylaws were developed within the 
next month, and it was agreed 
that these bylaws would be re- 
viewed by the council at a later 
meeting and that the officers would 
move to petition for incorporation 
of the council at the earliest fea- 
sible date. The board recommended 
an assessment of 2% cents per 
patient day, based on the previous 
month’s statistics, as the basis of 
assessment for member hospitals. 
By the end of the year, 11 hos- 
pitals had committed themselves 
to contribute approximately $1000 
per month for the next 12 months 
to support the director’s office in 
the council program. It was agreed 
that the board should proceed 
immediately under these commit- 
ments to employ an executive 
director. A proposed position spec- 
ification for the director was cir- 
culated and approved. 
NEW COUNCIL MEETS 
The first annual meeting of the 
newly incorporated Birmingham 
Regional Hospital Council was 
held January 6, 1959. Much had 
been achieved or agreed upon in six 
months: general council agree- 
ment on a formally organized pro- 
gram, a financial basis of operation 
for at least one year; incorporation 
of the Council; adoption of new 
bylaws by the board of directors 


(subsequently ratified by the 
council membership), discussions 
of program activities, and general 
agreement on qualifications of an 
executive director. The first as- 
sessment checks were coming in 
with their amount based on patient 
day statistics for the month of 
December 1958. 

Several months of recruitment 
lay ahead, Information about the 
position of executive director was 
circulated and candidates screened. 
The original idea of hiring a direc- 
tor with a business background to 
counter-balance some ‘‘by-the- 
book” thinking of hospital admin- 
istrators was changed as time 
passed. Many capable people are 
cautious about entering a new field 
especially with the apparent diffi- 
culties of starting a program from 
“scratch”. The selection committee 
began to favor a hospital-trained 
and experienced individual. It was 
several months before the right 
man came along and even longer 
until he was finally available. How- 
ever, on July 20, 1959, almost one 
year after preliminary planning 
began, the new executive director 
began his orientation. 


COUNCIL LEADERSHIP VITAL 


Perhaps the greatest problem 
encountered in developing a formal 
Council was finding the proper 
person to lead and, in turn, to 
“move” a program. The actual 
purposes of the council and the 
duties which were outlined for the 
director are not unusual. The di- 
rector directs and coordinates the 
activities of the hospital council 
in carrying out its objectives. Some 
of the purposes of the council are: 
to promote intelligent planning 
and coordination in the field of 
community hospital service; to 
serve as a forum for the discus- 
sion of common hospital problems; 
to serve as a clearing house for the 
exchange of information related to 
the improvement of hospital serv- 
ice, and to promote, coordinate or 
conduct studies designed to meet 
that goal; to interpret for the 
public the functions of hospitals 
and their place in the community; 
to enable hospitals, the medical 
profession and agencies concerned 
with health and social problems 
on a community-wide basis to work 

(Continued on page 99) 
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PEDIATRICS was the location for one of the approximately 70 scenes in 
a movie filmed in St. Jerome Hospital, Batavia, N.Y., for use in explain- 
ing to the public a long range development program. 


COMPLETED SCALE MODEL of Exeter (N.H.) Hospital, as viewed from 
the front of the building. The extended ground floor of the new wing 
(right) is the new outpatient facility. 


MODEL IS SHOWN here as it appears from above with the second and 
third floors removed. Rooms and departments are shown complete with 
furniture and equipment items made to scale by members of the adminis- 
trator’s family. 


A FILM: 


by WILSON WELLS 


T. JEROME HOSPITAL, Batavia, 

N.Y., prepared a 10-minute, 
16 mm. color-sound movie as a 
communications aid in outlining 
the background and requirements 
for its long range hospital develop- 
ment program. 

The hospital retained a profes- 
sional fund-raising counsel which 
produced the movie, but actual 
filming was done in the hospital 
itself. Sister M. Cornelia, admin- 
istrator of St. Jerome Hospital, 
was active in the planning and 
filming of the movie. 

Members of the fund-raising 
counsel staff met with a profes- 
sional movie director to determine 
the time necessary to do the job 
properly as well as potential costs 
involved. 

A rough script outline was pre- 
pared to determine the basic num- 
ber of scenes required. Approxi- 
mately 70 scenes in 23 locations 
were necessary to tell the story. It 
was estimated that the film could 
be produced for less than $500. 


The director obtained the serv- 
ices of a professional movie pho- 
tographer with his own equipment 
for $40 per day. Color film used 
was all from the same manufac- 
turing batch, so that color repro- 
duction would be constant. A 
shooting ratio of 3 to 1 was used 
- Wilson Wells is executive director of the 


Western New York Hospital Council, 
Buffalo. 


A SCALE MODEL: 


by E. VERNON RICH 


HANGES IN the basic design of 

the expanded Exeter (N.H.) 
Hospital resulted in a quite dif- 
ferent appearance from that 
shown in the pictures and sketches 
during the initial fund-raising pe- 
riod. Half of the outpatient de- 
partment was relocated, a three 
story annex to the existing hospital 
building had been abandoned and 


E. Vernon Rich is administrator of 
Exeter (N.H.) Hospital. 
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Hospital turns movie studio to act out a powerful message 


in estimating the quantity of film 
needed. Ten 100-foot rolls were 
ordered to assure 350 feet of final 
edited film. 

The script outline was then ex- 
panded to rough final length. Video 
scenes were “married” to the cor- 
responding narration, taking hours 
of stop watch timing, rewriting, 
expanding and condensing. The 
final script was ready only a few 
hours before shooting began. 

A “studio” was set up in the 
hospital to use as a base camp. 
Several scenes were taken there 
which did not require special 
background. 

The hospital’s director of nurs- 
ing services, Sister Mary Daniel, 
acted as technical director of the 
film. Her job was to schedule nec- 
essary hospital personnel needed 
in various scenes, to coordinate 
filming so departments would not 
be in use, and to render technical 
advice as to correct usage of hos- 
pital equipment and conduct of 
personnel shown in the film. 

Actual shooting took two 12- 
hour days, including time for 
aerial shots of the hospital and sur- 
rounding areas from a U.S. Army 
helicopter, which was loaned, with 
pilot, for the occasion. 

Upon completion of shooting, the 
film was developed, edited and re- 
printed to preserve the original 
copy for future prints. 


Putting sound on the film pre- 
sented several problems: Orig- 


inally, the new magnetic sound 
tape method had been thought 
most practical. With this method, 
the final movie is printed on a 
special processed film which, when 
run in a magnetic tape projector, 
allows narration and background 
music to be taped on the film. Un- 
fortunately, there are only a few 
such projectors available locally, 
and as the film must be shown on 
this special projector to produce 
sound, it was not thought prac- 
tical. Also, magnetic disturbances 
such as encountered by the pres- 
ence of a generator or other strong 
magnetic field seriously distorts 
the tape and can demagnetize the 
sound track. For these reasons, this 
method of recording sound was 
discarded. 

An optical sound track, on the 
other hand, requires highly spe- 
cialized recording equipment which 
is expensive to rent even for short 
periods. 

Finally, with the cooperation 
from the local radio station, ar- 
rangements were made to tape 
record the narration and back- 
ground music in the station studio. 
Their commercial tape machine 
was used and the sound transferred 
to an optical sound track. 

A local radio personality agreed 
to donate his time for the narra- 
tion. The recording session began 
at Sunday midnight, the only free 
studio time at the station. ” 

The main difficulty in recording 
was that the film had to be shown 
while the narrator spoke and the 


volume of background music had 
to be adjusted concurrently. How- 
ever, after a dozen tries, a suitable 
tape was cut. This was shipped, 
along with the original film, to a 
Washington, D.C., firm for produc- 
tion of the final optical sound 
portion. 

In this case, time was probably 
the most important factor. To be 
effective, the film had to be ready 
in time for the hospital’s capital 
funds campaign. From the incep- 
tion of the idea to the final film 
took 22 days, including three 
weekends. 


FINAL COSTS TALLIED 


Final costs were very close to 
estimated expenses. The main 
reason that this job was done 
within the $500 budget was that 
the professional director donated 
a good deal of free time in seeing — 
that the film was finished by the 
deadline. 

Costs were as follows: 


Professional director 


(3 days) $ 120.00 
Cameraman (2 days) 80.00 
Editing 50.00 
Film 70.00 
Developing, printing 

and processing ...... 160.00 
Narration 15.00 

$ 495.00 


This film has been found a very 
valuable communications tool in 
telling the story of St. Jerome Hos- 
pital to the public it serves. . 


Administrator turns craftsman to show the shape of the future 


a nursing unit on a third floor had 
been added. 

Various obstacles had delayed 
construction for six months. The 
hospital staff was being questioned 
about the final.plan and when con- 
struction would begin. 

In order to answer these ques- 
tions and also to have a new dis- 
play for National Hospital Week 
without going to any great ex- 
pense, the administrator decided 
to build a scale model of the pro- 
posed outpatient facility. This 
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model would represent the major 
change of the plan. Using it as a 
central display, explanation of the 
changes could be made at the hos- 
pital’s open house during National 
Hospital Week. 

The scale model of the new out- 
patient facility was completed 
after only a few hours work. The 
administrator worked from the ar- 
chitect’s drawings, and used balsa 
wood in the construction. How- 
ever, since this model did not show 
where the outpatient department 


was located in relation to the rest 
of the hospital, a scale model of 
the entire plant—existing and 
planned—was considered desir- 
able. Building this model required 
a good deal more time, but the final 
model was completed in time for 
the annual meeting of the hospital 
corporation and for use during Na- 
tional Hospital Week to explain to 
the community how the hospital’s 
building fund was to be spent. The 
building program is now nearing 
completion. 
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HOW WELL 


ARE ADMINISTRATORS DOING 


2 Bas HOSPITAL administrator’s 
role in the education of nurses 
is just what each individual ad- 
ministrator makes it. Some spend a 
great deal of time on their schools 
because they like education or be- 
cause they are interested in good 
nursing care. Other administrators 
seem to confine their interest in 
their schools to complaining about 
how much money they cost. 

How can the administrator help 
maintain a diploma school? His 
first task is to acquaint himself 
thoroughly with all aspects of the 
school, beginning with its philoso- 
phy, through its curriculum, its 
recruitment, its selection of ap- 
plicants, its faculty, the morale of 
its student body, its living and 
teaching facilities, and its adher- 
ence to internal and external edu- 
cational standards. It is assumed 
that the administrator will be fa- 
miliar with his school’s budget at 
all times. 

Unless the administrator is able 
and willing to devote time to these 
necessities, he will be in a poor 
position to interpret his school 
and its needs, its values and its 
aspirations to the governing board. 
He will have a weak foundation on 
which to take a public stand on 
matters affecting nursing educa- 
tion. 


MEETING THE CHALLENGES 


An administrator has to do his 
schoolwork, and do it well, if he 
would meet the challenges he often 


-Robert C. Millar, is administrator of the 
Presbyterian Hospital in Philadelphia. 
This article is based on a paper presented 
at a conference on “Self Evaluation Pro- 
grams in Schools of Nursing,” sponsored 
by the Joint Committee on the Improve- 
ment of Nursing Education in Pennsyl- 
vania, at the University of Pennsylvania 
1960. on the paper 

pears in e mber 1 
of Nursing Outlook. 
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THEIR 


SCHOOL WORK’? 


The hospital administrator, in many 
cases, has failed to recognize his re- 
sponsibility to the hospital school of 
nursing, the author states. He discusses 
why the administrator’s role in nurs- 
ing education must be an active one if 
the diploma school is to survive. 


faces in the board room and in 
public—challenges threatening the 
continuance of the diploma school. 
It seems that some of the most 
vocal members of the governing 
board read all the wrong articles 
about nursing education. The ad- 
ministrator who desires to main- 
tain a diploma school has taken 
time to find out how his school is 
run and has done a good and per- 
sistent job of interpreting the 
schoo] to the board and the public. 

The administrator needs open 
and active lines of communication 
between himself and the school. 
He should have conferences with 
the director as frequently as pos- 
sible, and should review minutes 
of faculty meetings and other writ- 
ten material describing the prob- 
lems, accomplishments, and plans 
of the school. He should make an 
effort to attend major faculty 
meetings, meetings to interpret 
National League for Nursing or 
state requirements, and meetings 
on other subjects which have a 
large bearing on the school’s future 
and its costs. 


There is another way, too, in 
which the administrator can en- 
courage or discourage the diploma 
school. I refer to the standard of 
care he supports in the clinical 
areas of the hospital. It seems 
foolish to spend time and money 
impressing upon the student in the 
classroom the necessity of adher- 
ing strictly to a procedure which 
the nursing service does not follow 
because of a lack of staff or be- 
cause of inferior standards of care. 
A good school can be the main 
source of a good nursing service 
if the nursing service carries its 
share in the educational process. 
If the administrator, through con- 
viction or sheer necessity, under- 
budgets nursing service, he may 
be undermining the school of 
nursing, whether he means to or 
not. 

This point leads naturally to 
another: the administrator’s re- 
sponsibility for finding a director 
with the training and the ability 
to maintain a school and a good 
educational program. There is 
another quality—in addition to 
training and ability—which every 
good director has: a genuine de- 
votion to nursing and to nursing 
education. It takes a fighting spirit 
to keep a school going in the face 
of current pressures. The admin- 
istrator can certainly help main- 
tain a school by doing all he rea- 
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sonably can to assist the director 
and to let her know as often as 
possible that she is doing a good 
job. 


SEAL OF APPROVAL 


No administrator can talk long 
about maintaining a diploma school 
before mentioning NLN accredita- 
tion and state approval. A few 
years ago, there was open dis- 
agreement between quite a large 
group of administrators and the 
League. Today, an uneasy peace 
prevails, although the principals 
are trying harder to understand 
each other. I attribute this both 
to the increased prestige of the 
League’s seal of approval, and to 
a greater understanding on the 
League’s part of the financial 
problems of hospitals. The League 
is exerting pressure, but does rec- 
ognize satisfactory progress toward 
the ideal. 

The administrator can do a great 
deal toward maintaining his di- 
ploma school by welcoming the 
evaluation by the NLN and the 
state. I don’t think either agency 
expects us to agree with every- 
thing it proposes, and I think both 
want to understand our problems 
and to help us. Without some pres- 
sure from these appropriate agen- 
cies, there would be little incentive 
for improvement. At this point, 
however, it should be made clear 
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that because I approve of NLN 
and state efforts to improve nurs- 
ing education, does not mean that 
I endorse everything the profes- 
sional educators propose. There is 
a limit to what the public can pay, 
for training nurses, either directly 
or in taxes. There is poor correla- 
tion between need for nurses and 
the public’s understanding of what 
it costs to meet that need. Efforts 
being made to convince the public 
and our lawmakers that greater 
support is needed for hospitals and 
nursing education seem to be weak 
compared to the force behind such 
causes as highways, airports, gen- 
eral education and farm price sup- 
ports, 

Some administrators are opposed 
to upgrading of the diploma school 
because they believe it involves a 
great amount of extra cost. Admin- 
istrators who have informed them- 
selves about accreditation criteria, 
and who can be at least somewhat 
objective about service needs, often 
agree with NLN’s goals, but, at 
the same time, are harassed by the 
same financial shortages which 
concern most hospitals. 

I venture to predict that if 
present trends continue, some first- 
class diploma schools which have 
seemed firmly established will be 
forced to close. 


CUTTING COSTS 


In recent years, cost accountants 
and efficiency experts in industry 
have focused attention on the hos- 
pital. One of the first functions 
they consider eliminating is a 
hospital’s school of nursing. Those 
closest to the situation know that 
this financial saving can be made 
only by sacrificing the lives of 
some of the patients who will be 
deprived of safe nursing care. 
There is current discussion about 
whether a patient should shoulder 
a share of the cost of a hospital’s 
school. In my opinion, any patient 
ought to be thankful for the oppor- 
tunity to help support diploma 
schools, because without these 
schools, nursing care would not be 
up to its present standard. 

Hospitals with diploma schools 
are supplying most of the regis- 
tered nurses for hospitals without 
schools, for industry, for the armed 
forces, and for nursing homes and 
other institutions. These institu- 
tions absorb the products of di- 


ploma schools without helping to 
pay for training of the nurses, Our 
schools can be proud that they are 
meeting a real need by training 
more than 80 percent of all regis- 
tered nurses, but how long can 
this continue without allocating 
additional funds for education? 
This situation wouldn’t seem quite 


so bad if our educational efforts 


were meeting more adequately our 
own hospitals’ needs for staff. 

In the past, the high cost of a 
good school could always be de- 
fended as the major source of 
staff nurses. Today, many admin- 
istrators have to refrain from 
using this defense because of the 
growing instability of hospital 
graduate staffs, at a time when the 
full effect of the gradual reduction 
in the amount of time student 
nurses spend in clinical experience 
is being felt. 

What about the problems of re- 
cruiting and keeping good faculty 
members? Generous government 
scholarships, the attractions of col- 
legiate programs and the loss of 
prestige (in some quarters) of the 
diploma schools have combined to 
produce a scarcity of the kind of 
faculty members we want and the 
kind accrediting agencies insist we 
have. It is said that some of these 
factors will eventually produce an 
adequate supply of qualified fac- 
ulty. For the past couple of years 
however, having personally helped 
plan faculty recruitment proce- 
dures, I know that all we are doing 
is recruiting faculty from each 
other’s schools. 

The current drive of unions to 
organize the nonprofessional 
workers in hospitals may have an 
adverse effect on diploma schools. 
Any administrator who wants to 
maintain a diploma school of 
nursing had better be able to find 
the answers to the questions aris- 
ing out of this union activity. The 
reason that our schools are in- 
volved is again that matter of 
costs. Many hospitals are faced 
with huge increases in outlay for 
salaries for nonprofessional per- 
sonnel, and I believe our schools 
are going to feel the pressure. 


It seems obvious that to main- 
tain a diploma school and a good 
hospital, an administrator above 

(Continued on page 98) 
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Frank S. Groner, president 
American Hospital Association 


Democracy In Action 


Ever since the democratic con- 
cept first came into being in the 
Greek city-states, it has existed in 
many forms, frequently wholly 
spurious. Abraham Lincoln defined 
the democratic ideal as “govern- 
ment of the people, by the people, 
and for the people’. 

Although an ideal, constituting 
perfection, exists in fantasy only 
and serves as a goal to strive for, 
there is no question but that gov- 
ernment in the United States comes 
nearer this ideal than any place 
else in the world. For us, democ- 
racy is a way of life, and, conse- 
quently, many of our national and 
professional organizations are pat- 
terned on this ideal. But democ- 
racy in such organizations must be 
interpreted differently from de- 
mocracy in government. In gov- 
ernment, representatives of the 
people are elected by popular vote; 
the man seeks the job. In or- 
ganizations, representatives of the 
membership are usually chosen 
through nominating or selecting 
processes; the job seeks the man. 
But just how representative the 
organization man or woman will 
be depends on the basis of selec- 
tion. 

During my long affiliation with 
the American Hospital Association, 
I have become increasingly aware 
that it is far ahead in this area 
of putting democracy into action. 

In most organizations, only a 
few can serve in a policy-making 
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capacity. Usually, these few arrive 
at their positions through the ac- 
cumulation of years and of means. 
Not so at the AHA, and herein lies 
the strength of our Association. 

Many young people as well as 
people of mature age represent 
AHA membership. Association 
representatives—and there are 
more than 600 serving on commit- 
tees, councils and boards—are se- 
lected on the basis of ability, ex- 
perience, age, geographical location 
and, of course, willingness to serve. 
These are the people who make up 
American Hospital Association 
committees, councils, Board of 
Trustees and House of Delegates. 
Most serve staggered terms to pro- 
vide for the broadest possible rep- 
resentation and continuity of 
experienced persons. 

The House of Delegates, which 
is the final policy-making body, 
is composed of 100 representatives 
elected in each state and in Cana- 
da; 27 additional representatives 
from Blue Cross; the Board of 
Trustees, and delegates-at-large. 
Except in rare instances when it 
is called into special session, the 
House convenes at the annual 
meeting to approve, disapprove or 
suggest modification of recommen- 
dations, reports, actions or resolu- 
tions placed before it by the Board, 
councils and committees. 

Each year I am increasingly im- 
pressed by the free interchange of 
thoughts in the House which gives 


opportunity for a thorough study 
of all matters affecting hospitals in 
every section of the country and 
also the opportunity of introduc- 
ing proposals as well as new goals 
and programs. 

Proposals (some, of course, are 
rejected or tabled along the way) 
that finally reach the House usu- 
ally originate in the councils and 
their committees. From there they 
go to the coordinating council for 
study and referral to the board of 
trustees for further consideration. 
If approved by the Board, they are 
passed along to the review com- 
mittees of the House before being 
presented to the Delegates for 
action. 

It is on this road, from commit- 
tee to council to House of Dele- 
gates, that we see democracy in ac- 
tion and observe those checks and 
balances characteristic of our de- 
mocracy. Issues, invariably, are so 
thoroughly argued out at the dif- 
ferent levels that by the time they 
reach the House, their every facet 
and relationship to all segments of 
the hospital field has been brought 
into focus. To gain approval, a 
proposal must truly represent a 
majority view of the hospital field. 

This is the strength of any dem- 
ocratic organization—the oppor- 
tunity for every participant to have 
a voice. The success of the volun- 
tary system is based on close co- 
operation and combined effort on 
the part of all hospitals. The real 
desire of so many AHA members 
to work with their national Asso- 
ciation assures accomplishment. 
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The following actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meetings in Chicago on May 
19-20, 1960. Further actions of the 
Board will be reported in subse- 
quent issues of this Journal. 


VOTED: To approve the following 
Statement on Chaplaincy Programs in 
Hospitals : 


“The American Hospital Associ- 
ation recognizes the need for and 
importance of chaplaincy programs 
in hospitals. 

“It urges hospitals to consider 
the establishment of well-con- 
ceived high standard chaplaincy 
programs to minister to (or care 
for) the spiritual needs of patients. 
It believes that such programs 
should be coordinated with those 
of other professions within the 
hospitals, 

“It believes that the American 
Hospital Association has a re- 
sponsibility to develop a program 
to encourage and assist hospitals 
in the establishment and improve- 
ment of such programs.” 


VOTED: To approve the document 
titled, Recommended Principles To 
Be Followed by Licensing Programs 
for Hospitals and Other Medical Care 
Institutions. 


RECOMMENDED PRINCIPLES TO BE FOLLOWED 
BY LICENSING PROGRAMS FOR HOSPITALS AND 
OTHER MEDICAL CARE INSTITUTIONS* 
Approved by the Board of Trustees 
May 19-20, 1960 


1. The purpose of a hospital li- 
censing program is to establish 
standards for the _ construction, 
equipment, maintenance, and oper- 
ation of hospitals in order to pro- 
mote the health and safety of pa- 
tients cared for therein, and to 
secure compliance through edu- 
cational, consultative and other 
means, as well as through enforce- 
ment measures when necessary. 

2. In framing standards for li- 
censure, account should be taken 


*Unless otherwise indicated, use of the 
term ‘“hospital(s)"" here is intended to 
include hospitals and other medical care 
institutions. 
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of standards developed by hospital 
associations and accrediting agen- 
cies, as well as of those developed 
for other public programs, such as 
hospital construction programs. 

3. Responsibility for the hospi- 
tal licensing program should be 
centered in a single agency of gov- 
ernment. Delegation of some por- 
tions of the licensing function to 
subordinate units of government 
should be considered when this 
will contribute to improve stand- 
ards or better enforcement. 

4. The enabling legislation 
should empower the licensing agen- 
cy to license all hospitals of any 
type or size which meet the pre- 
scribed standards. 

5. Regulations should be writ- 
ten with careful regard for spec- 
ificity of terms and clarity of 
expression; they should include 
only essential statements affecting 
the health and safety of patients; 
they should be reviewed in a pub- 
lic hearing before adoption and, 
when published, they should in- 
clude all relevant references to 
other requirements of law or regu- 
lations which must be complied 
with before a hospital may be 
operated. Amendments should be 
subject to the same procedure or, 
in case of minor amendments, to 
publication and opportunity for 
written comment prior to promul- 
gation. 

6. The director of the hospital 
licensing agency should be directly 
responsible to a commissioner or 
to a deputy or assistant commis- 
sioner; his departmental duties 
and those of his staff should be 
directly related to, contribute to 
the development of, promote the 
coordination of, or raise the stand- 
ards of hospitals. Personnel of 
other units of government, when 
assigned to the licensing agency 
on a full- or part-time basis, 
should be assigned under safe- 
guards that will insure proper 
control by the director. 


7. Provision should be made for 
advance review for conformity 
with legal requirements and ap- 
proval by the licensing agency of 
preliminary construction plans be- 
fore preparation of final working 
drawings, in order to limit costly 
changes which may have to be 
made at a later date. Provision 
should be made as well for review 
and approval of final working 
drawings and specifications before 
construction is undertaken. These 
requirements should apply to new 
facilities, major renovation or an 
addition to an existing building. 

8. The staff of the licensing 
agency should be adequate in 
number, experience and qualifica- 
tions to assure complete coverage 
and a high quality of educational 
and consultative services; inspec- 
tion and educational and consulta- 
tive services should be unified for 
all types of institutions. Each li- 
censed institution should be visited 
once each year and more often if 
necessary. 

9. Reports required of licensed 
hospitals should be adequate to 
provide information upon which 
the operation of hospitals may be 
evaluated quantitatively and qual- 
itatively. Forms should be care- 
fully designed to facilitate prompt 
and accurate replies. 

10. Educational literature di- 
rected to persons contemplating 
the operation of hospitals should 
be prepared by licensing agencies 
to present all standards and pro- 
cedures required or recommended 
for construction, equipment, main- 
tenance, and operation of the 
respective facilities. Recommenda- 
tions should be clearly distin- 
guished from requirements. 

11. Legal safeguards to be writ- 
ten into legislation should insure 
that applicants who are denied 
licenses are provided with an ade- 
quate explanation of the reason for 
denial; that opportunity is given 

(Continued on page 96) 
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THE question is 
asked, ““Must medical records 
in a smal] hospital be kept to the 
same extent as they are in a 
large hospital?” Since personnel of 


‘smaller hospitals want their pa- 


tients to receive the same good 
care as patients receive in large 
hospitals, they are happy that the 
Joint Commission on Accreditation 
of Hospitals has established uni- 
form requirements for medical 
records, regardless of the size of 
the institution. 

Medical records are important 
tools in the practice of medicine. 
They provide (1) a basis for plan- 
ning patient care, (2) a means of 
communication between the physi- 
cian and other professional groups 


contributing to the patient’s care, 


(3) documentary evidence of the 
course of the patient’s illness and 
treatment and (4) a basis for re- 
view, study and evaluation of the 


medical care rendered to the pa- 


tient. Because they reflect patient 
care, the medical records should 
contain sufficient information to 
justify the diagnosis and warrant 
the treatment and end results. 
Basically, medical record keep- 
ing is a standard procedure every- 
where, but the medical record li- 
brarian will find that wherever 
she goes, she will need to adapt 


‘herself to similar situations in a 


different manner. The medical rec- 


Mrs. Luella T. Penner, R.R.L., is medical 
record librarian, Hudson Memorial Hospi- 
tal, Hudson, Wis. 

This article is based on a paper pre- 
sented to the Conference of Small Hospi- 
tals, Tri-State Hospital Assembly, May 3, 
1960, Chicago. 
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MEETING 
MEDICAL 


Medical records, in both the smaller 
and the larger hospital, are important 
tools in the practice of medicine, ac- 
cording to the author. In this article, 
the author discusses the multi-faceted 
role of the medical record librarian 
in the smaller hospital and describes 
the extra-departmental services that 
she can perform to assist the medical 
staff and hospital personnel. 


ord problem is more acute, how- 
ever, in a smaller hospital than in 
a larger one. 

For the purpose of this paper, a 
smaller hospital is one under 50 
beds. A smaller hospital is not 
likely to be a teaching institution 
because it doesn’t have an intern 
or resident program, a nurses’ 
training school, or a school for 
anesthetists, medical technicians, 
x-ray technicians, etc, Although a 
smaller hospital is not concerned 
with meeting school requirements, 
it is out to achieve full accredita- 
tion from the JCAH, Every one 
in the hospital, including the 
medical record librarian, is anx- 
ious to meet the requirements of 
the JCAH so that the hospital can 
be accredited. 


THE MEDICAL STAFF PROBLEM 


To meet accreditation require- 
ments, the administrator can force 
the employees to fall in line be- 
cause they are employees, but what 
of the medical staff? Physicians 
don’t object if books are bought for 
the medical library or an improved 
x-ray machine is purchased, but 
when they are asked to write pages 
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and pages of histories, physical ex- 
aminations, operative reports and 
progress notes—that’s different. 

There should be a clear-cut un- 
derstanding between the medical 
staff and the hospital administra- 
tion as to what is expected if ade- 
quate medical records are to be 
maintained. If members of the 
medical staff participate in the or- 
ganizational program when the 
medical record problem is studied, 
they will understand the situation. 
Having had a voice in it, they will 
be willing to work for the program, 
rather than against it. The rules 
and regulations of the medical staff 
bylaws should contain the medi- 
cal record requirements for the 
staff. 

When such rules and regulations 
are in the staff constitution, they 
should be adhered to. All staff 
members have signed these, indi- 
cating that they will be governed 
by them. It is sometimes very dif- 
ficult to enforce these rules. Per- 
haps a call from the hospital board 
president to the delinquent physi- 
cian will be all that is needed. Since 
the rules and regulations are for- 
mulated by the medical staff and 
adopted by it, the medical staff 
should also be its own enforcing 
agent. Medical record librarians 
should of course try to get the rec- 
ords completed. Any number of 
methods may be used, depending 
on the individual physician. 

The JCAH requires a qualitative 
review of medical records. This can 
be accomplished by the medical 
staff through its medical record 
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patient. 
No. 18. 


completed. 


RULES AND REGULATIONS OF THE MEDICAL STAFF 
Hudson Memorial Hospital 


No. 10. A complete history and physical examination shall in all 
cases be written within 48 hours after admission of the 


Patients shall be discharged only on written order of the 
attending physician. At the time of discharge, the attending 
physician shall see that the record is complete, state his 
final diagnosis and sign the record. 


Amendments 


No. 10-A. After discharge, records should be completed insofar as 
possible within 10 to 15 days. 

No. 10-B. In the event that a physician is deliquent in completing 
records as outlined in Rules and Regulations Numbers 10, 
10-A and 18, he will automatically be suspended from ad- 
mitting patients and must turn his emergency patients over 
to a member in good standing until his records have been 


committee. In the smaller hospital, 
where the medical staff is few in 
number, it is permissible for 
several committee functions to be 
assigned to one group of physi- 
cians. At the beginning of the fiscal 
year, the president of the staff ap- 
points two physicians to serve on 
the combined committee with him. 
The president of the staff then 
serves as chairman of the medical 
record-tissue committee, which 
meets once a month to check charts 
of discharged patients. If there are 
any that the medical record librar- 
ian has had special difficulty get- 
ting physicians to complete, these 
are specifically brought to the com- 
mittee’s attention. A book listing 
preoperative and postoperative 
diagnoses, surgical procedure per- 
formed and pathological diagnosis 
is maintained by the medical record 


librarian. This is studied by the 
committee in connection with its 
duties as a tissue committee. In 
cases of questionable surgical pro- 
cedure, the attending physician is 
asked to explain the case. The 
committee then files a report with 


the medical staff indicating that 
clinical records have been re- 
viewed, listing the records which 
were returned to attending physi- 
cians for clarification and the surgi- 
cal cases to be reviewed. 

In our hospital, we have routine- 
ly included a count of the incom- 
plete charts for each physician as 
a part of the statistical report for 
the staff meeting. After several 
months of including this report, it 
was found that the physicians were 
more anxious to see where they 
stood in this respect than they were 
to see the percentage of autopsies 
or total number of operations. They 
didn’t care to have a large number 
of incomplete charts charged 
against them, because then they 
had to take a lot of ribbing from 
others in better positions. As a 
result, several of them would flock 


to the record room towards the end 


of the month wanting to clear their 
cubbyholes before the count was 
made. There were two who seldom 
worked on records, however, and 
their count was always high. 
Three years ago, two amend- 


Fig. 1 
Date 
You have delinguent records. 
You are suspended from the medical staff 
until these records are completed. 
Fig. 2 President, Hudson Memorial 
Hospital Medical Staff 


Dr. 


Patient admitted: 


Date 


History and Physical not completed as of 


You are suspended from staff privileges until record is complete. 


President, Hudson Memorial 
Hospital Medical Staff 
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Culture plate with growth of 
Staphylococcus aureus. Zone of com- 
plete inhibition produced by 

LoS on plate a paper letter “Z" which h 
Ss been dipped into Z ira 


aqueous solution 1:1 


(BRAND OF REFINED BENZALKONIUM CHLORIDE) 


kills resistant STAPHylococci in seconds 


uithrop LABORATORIES / New York 18, N. Y. 
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ments providing for automatic sus- 
pension were added in an effort to 
curb the continued delinquency on 
the part of some of the staff. (See 
box on page 50.) The “auto- 
matic suspension” was not so “au- 
tomatic” because the president of 
the staff was not, at the time of 
the amendments, in favor of the 
suspension program. The incom- 
plete records on the part of a few 
staff men finally reached such pro- 
portions that the medical staff at 
one of their monthly meetings 
agreed that the rules and regula- 
tions must be carried out. 

A program was set up whereby 
the medical record librarian checks 
charts of patients in the house to 
see that histories and physicals are 
written within 48 hours after ad- 
mission, and records are completed 
within 10 to 15 days after dis- 
charge. A form for each type of 
incomplete chart was prepared. 
(See Figs: 1 and 2, page 50.) 


After these forms had been ap- 
proved by the executive committee 
of the staff, the first suspension 
slips went out to two staff members 


‘on the basis of incomplete charts 


at the nursing station. (Physicians 
had been allowed a two-week peri- 
od to get caught up on all records, 
both at the nursing station and in 
the record room.) As had been ex- 
pected, there was a furor, but it 
settled down once it became known 
that the rules would be enforced. 


The first suspension brought 


sharp criticism of this system, and 
led to the following procedure: the 
medical record librarian reports by 
memo to a physician that he has 
delinquent records, and that they 
should be completed by a specified 


time or the suspension rules will 


be put into effect. These memos 
are sent to the physicians after ap- 
proval has been given by the ad- 
ministrator. The suspension slips 
are signed by the president of the 
staff himself. 

Even though the president of the 
staff signs the suspension slips, the 
physicians will lambast the medi- 
cal record librarian for suspending 
them. They have to be reminded 
that she is only acting on orders 
from the administrator and the 
president of the staff. It is of the 
utmost importance that adminis- 
trators trust their medical record 
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librarians and stand behind them 
when such situations arise. Once 
suspension rules have been en- 
forced, there must be no letdown. 

Since the new procedure has 
been adopted, we have discontin- 
ued the regular reporting of the 
incomplete charts on the statistical 
report for staff meetings, because 
it is far more important for the 
staff to review cases and study the 
figures of work done—percentages 
of infections, deaths, autopsies, etc. 

Without patients, the hospital 
could not operate: without physi- 
cians, there would be no medical 
records. This is why we began 
with the medical staff, when trying 
to meet the medical record prob- 
lem in our hospital. 

Most medical record librarians 
have considerable responsibility for 


_ approving new record forms. Since 


it is almost universal for the hospi- 
tal’s record committee to make the 
final decision regarding the inclu- 
sion of a new form, and since the 
medical record librarian is usually 
a member of that committee, much 
of the responsibility for passing 
judgment falls on her shoulders. 

Certain basic requirements for 
an adequate medical record have 
been listed by the Joint Commis- 
sion on Accreditation of Hospitals. 
They include identification data, 
complaint, present illness, past his- 
tory, family history, physical ex- 
amination, clinical laboratory re- 
ports, x-ray reports, provisional 
and final diagnoses, tissue reports, 
treatment (medical and surgical), 
progress notes, summary and au- 
topsy findings. 


THE MRL AS CONSULTANT 


These standards are not to be 
considered optimal or to be fol- 
lowed blindly. Common sense and 
flexibility must be exercised in 
their interpretation. By exercising 
good judgment in adapting the re- 
quirements to the needs of the in- 
dividual hospital and its medical 
staff, coupled with the ability to 
interpret rules to the satisfaction 
of the staff, the medical record li- 
brarian is expected to establish 
good record habits among those 
who have a responsibility for clini- 
cal records. She is expected to 
serve as the ranking consultant in 
all matters relating to medical rec- 
ords. Once standards for good med- 
ical records have been established 


by the staff with her help, the med- 
ical record librarian is expected to 
keep a constant watch to ensure 
continued high quality. She is ex- 
pected to be able to detect defi- 
ciencies and, through tactful per- 


sistance, encourage physicians to 


complete inadequate records. 

Record forms should be kept 
simple. There are many on the 
market that the medical record li- 
brarian can suggest to the staff as 
adequate for use in the smaller 
hospital. Larger hospitals, which 
often have intern and resident 
training programs, may find that 
they need more detailed forms for 
teaching purposes. 


DAILY DISCHARGE ANALYSIS 


The daily discharge analysis can 
be a simple procedure; it is merely 
classifying the patients dismissed 
according to whether they are 
medical, surgical, obstetrical or 
newborn. This analysis can be ex- 
panded easily to include classifica- 
tions in which the medical staff or 
administrator is particularly inter- 
ested, such as traumatic surgery, 
cancer, gynecology, etc. For exam- 
ple, frequently we have found it 
convenient to turn to the discharge 
analysis to determine the number 
of cancer patients treated annually. 
This figure had been requested by 
the local cancer fund committee 
and was used in its drive for funds. 

In the daily discharge analysis, 
it may be feasible also to eliminate 
the detailed breakdown of condi- 
tion of patients at discharge. It is 
often difficult to determine wheth- 
er the patient should be classified 
as recovered, improved, not im- 
proved, not treated, or in for diag- 
nosis only. This is particularly true 
if a nonprofessional person super- 
vises the task. Since there is no 
questionnaire that asks for this 
complete breakdown, and since ad- 
ministration is satisfied without it, 
we have simplified the task in our 
hospital by merely classifying the 
patients dismissed as “differentia- 
tion not made’, continuing, of 
course, the death columns of under 
and over 48 hours. 

The discharge analysis and the 
census reports as compiled daily 
provide much of the information 
which the medical record librarian 
needs for the monthly statistical 
report to the medical staff and the 
administrator. Sometimes ques- 
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NEW 
I.V. 
PROVIDES 

TIMES THE 
CALORIES 

DEXTROSE 


* high energy fat for intravenous feeding. 

* the first formulation to assure adequate caloric supply. 

* prevents cachexia and promotes recovery. 

* spares body protein. 

* provides high caloric intake in low fluid volume, thus elimi- 
nating the necessity of prolonged administration and over- 
hydration—1 liter of Lipomul I.V. supplies 1,600 calories, 
while 1 liter of 5% dextrose or 5% protein hydrolysate sup- 
plies only 200 calories. 

* completely metabolized. 

* makes possible higher concentrations of fat without irrita- 
tion of venous endothelium. 

* essentially devoid of electrolytes and nitrogen—can be life- 
saving when renal function is markedly impaired. 

* has minimal side effects: incidence of reactions less than 
5% in 4,000 infusions. , 


See package literature for dosage, administration, and precautions. 


Supplied: Lipomul I.V. is a sterile, nonpyrogenic, oil-in-water emulsion 
supplied in 500 cc. bottles for intravenous use. Each bottle contains 
cottonseed oil 75 Gm., glucose 20 Gm., and soybean phosphatide 6.0 Gm. 
Included in each package is an intravenous administration unit which 
must be used in all Lipomul I.V. infusions. The package must be stored 
in a refrigerator and protected from freezing. The unit is not for multiple- 


dose use, and any unused portion should be discarded. 


| Upjohn | The Upjohn Company, Kalamazoo, Michigan 


53 


[os 


tions are asked for which the an- 
swers are not readily available. 
Because of these instances, we have 
set up a separate form listing each 
month’s report so that at the end 
of the fiscal year, the answer is 
readily obtainable. For example, 
the statistical report which we use 
asks for infant mortality rate for 


- the current year to date. Each 


monthly report lists the number of 
infant deaths, but the comprehen- 
sive analysis lists only the per- 
centage, so we keep an additional 
column listing the number of in- 
fant deaths, which is then easily 
added at any time during the year. 
The same can be said for postop- 
erative deaths, consultations and 
so forth. 


MAINTENANCE OF INDICES 


The indices required by the 
JCAH can be maintained simply, 
and the master file need not be 
complex. It can be simply a card 
that clearly identifies the patient, 
giving full name, address, marital 
status, birthdate, hospital number, 
dates of admission and dismissal 
and attending physician. It need 
not include diagnosis or condition 
on discharge. | 

The physician’s index need only 
include the hospital number, dis- 
ease service classification and pa- 
tient’s name. I have found it help- 
ful to indicate the year and month 
during which the patients are dis- 
missed. Other than indicating 
deaths, condition on dismissal again 
may be unnecessary work. Many 
large teaching institutions have 
discontinued the use of the com- 
plex cross-indexing systems and 
are now using simple indexing. 
Smaller hospitals can certainly 
meet all requirements, too, by us- 
ing simple indexing. In fact, in 
most instances, group indexing is 
sufficient. 

In group indexing, one system, 
and perhaps the most acceptable, 
is to make one card for each major 
topographic classification listed in 
the Standard Nomenclature of Dis- 
eases and Operations. This will 
eliminate many cards with only a 
few entries each. Group indexing 
saves time when indexing and still 
provides all the information need- 
ed, as well as meeting all require- 
ments of the JCAH. 

Some hospital administrators 


- ask, “Is it necessary for a small 
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hospital to have a registered medi- 
cal record librarian?” Here is the 
answer of the Joint Commission: 
“It is certainly a great help to any 
hospital to have a professionally 
qualified person in charge of medi- 
cal records. When this cannot be 
done, a consultant or part-time, 
trained medical record librarian 
can set up the files and procedures 
and visit the hospital at intervals 
to further supervise and instruct 
the personnel.” 

Since the ratio of registered rec- 
ord librarians to hospitals in the 
United States is small, how can the 


demand for qualified personnel be 


met in smaller hospitals? In many 
areas, several small hospitals are 
being served by one registered rec- 
ord librarian, who might spend a 
day or more per week at each hos- 
pital. She might serve two small 
hospitals, each on a half-time ba- 
sis, or she might serve on a con- 
sulting basis. 

If a hospital hires a record clerk 
to cover the medical record de- 
partment in the interim between 
the visits of the registered record 
librarian, it will be wise to look 
for an individual who has had some 
medical experience, perhaps a 
nurse, a former lab technician, or 
a girl who has worked in a clinic 
business office. Any of these will 
be preferable to the best business 
secretary available. Certainly, a 
neat typist is essential, but the 
medical background is more im- 
portant. The purely secretarial 
work will be much easier to pick 
up on the job than will the medi- 
cal terminology. 


PROFESSIONAL GROWTH 
OPPORTUNITIES 


When an administrator hires a 
medical record department em- 
ployee, be she a clerk or registered 
record librarian, she should be 
given an opportunity to attend as- 
sociation meetings and workshops. 
Many workshops are sponsored by 
the American Hospital Association 
and the American Association of 
Medical Record Librarians for 
medical record librarians working 
toward their registration. These 
are invaluable aids to the employee 
and to the hospital. The meetings 
scheduled are always informative. 
The registered employee also needs 
to get out with her colleagues, for 
the jam sessions discussing mutual 


problems are equally valuable. The 
adeninistrator should not think be- 
cause his hospital has less than 50 
beds that he can’t afford a full- 
time, registered record librarian. If 
he can find her, he should hire her, 
because there is much work to be 
done and she can help him and the 
nursing staff in many ways. 

Because of the persistent turn- 
over in nursing personnel, and the 
many part-time registered nurses, 
I have found it feasible to calculate 
the daily census reports myself. 
There is no question then as to how 
to classify patients, and as a result 
the census is a consistent report. 
Otherwise, Mrs. Jones, with a diag- 
nosis of ruptured ectopic preg- 
nancy, may be listed as an obstet- 
rical patient by one person, as a 
gynecological patient by another 
and as a surgical by still another— 
with a totally inconsistent and in- 
accurate figure as the result. The 
12-year old boy with rheumatic 
fever might be listed under pedi- 
atrics one day and under medicine 
the next. 


LABORATORY RECORDS 


The admissions procedures 
should be under the supervision of 
the medical record librarian. De- 
pending on the work load she al- 
ready carries, the actual admission 
might be her job. A simple admis- 
sions book listing patients, as they 
enter in a calendar day, according 
to hospital number is easily main- 
tained. Dismissals for each day are 
listed in a similar manner. 

One of the accreditation require- 
ments for the clinical laboratory is 
that duplicate copies of all reports 
should be kept in the lab. As a 
matter of routine in our hospital, 
we in the record room type the 
headings for the lab filing enve- 
lopes at the same time that we type 
the cards for the master index. This 
procedure became necessary for 
several reasons: 

1. The lab personnel needed cor- 
rect name spelling because requests 
were often written hurriedly and 
inaccurately. 

2. The address was needed for 
forms going to the Red Cross Blood 
Center. 

3. The hospital number and 
name of attending physician were 
added as a further means of iden- 
tification. The added few seconds 


(Continued on page 97) 
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GENTLE STIMULUS...FOR POSITIVE RESULTS 
PERI-COLACE 


Diecty! sedium sulfosuccinate and anthraquinone derivatives from cascara, Mead Johnsen 


in management of constipation 


Peri-Colace induces prompt, positive yet gentle 
results in constipation through the synergistic 
action of its ingredients: | 

1, Peristim,® a mild laxative, “...exerts its peri- 


staltic stimulating action directly on the large > 


intestine, via the blood stream.” 
2. Colace,® a non-laxative stool softener, main- 


tains hydration of the fecal material as it passes 
through the intestinal tract. 


Available as: Peri-Colace Capsules, bottles of 30, 60 and 
250. Peri-Colace Syrup, bottles of 8 oz. 

Bibliography: 1. Lamphier, T. A.,. and Lyman, F. L.: J. internat. 
Coll. Surgeons 31:420-423 (April) 1959. 2. Smigel, J. 0; 
Lowe, K. J.: Hosp, P. H., and Gibson, J. H.: M. Times 86:1521- 
1526 (Dec.) 1958. 
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PHARMACY 
NEWSLETTER 


— voice of the department 


by LOUIS P. JEFFREY 


HE PRACTITIONER of pharmacy 

in hospitals is continually striv- 
ing to improve operational methods 
and procedures and to extend de- 
partmental services. One additional 
service which he may provide is 
the preparation, publication and 
distribution of a pharmacy news- 
letter. 

Recently, a senior pharmacy stu- 
dent at Wayne State University, 
Detroit, conducted a survey as a 
requirement for a course titled “Di- 
rected Study in Hospital Pharma- 
cy”. The survey covered 100 hospi- 
tals, most of them with more than 
500 beds. There were approximate- 
ly 50 replies to a questionnaire 
which was sent out. The questions 
were designed to determine: 

1. The extent to which hospital 
pharmacy publications are pub- 
lished. 

2. Who assists in the preparation 
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The pharmacist who is seeking to 
extend departmental services should 
consider the publication of a phar- 
macy newsletter, according to the au- 
thor. In this article, he describes the 
function of the pharmacy newsletter 
and discusses its preparation, format 
and content. 


of the publication. 

3. To whom distribution is di- 
rected. 

4. Where the bulk of the infor- 
mation is obtained for use in the 
publication. 

5. What the major problems are 
in publishing a newsletter or bul- 
letin. 

Of the 13 replies from pharma- 
cists who prepare publications, 
seven indicated that time was the 
major factor in publishing a news- 
letter or bulletin. 

The function of a newsletter 
should be to disseminate informa- 
tion concerning activities that have 
a direct bearing upon pharmacy 
operations in particular and the 
hospital in general. By this means, 


the nursing personnel, the medi- 
cal staff and other interested hos- 
pital members may be informed 
of the current activities of the de- 
partment. By obtaining this in- 
formation, these medical and para- 
medical services will be better 
equipped to cooperate construc- 
tively with the pharmacy. The 
pharmacy newsletter should help 
to coordinate the work of the phar- 
macy service with that of the nurs- 
ing and medical services. Although 
the newsletter serves many pur- 
poses, including an educational one, 
this coordinating of responsibilities 
appears to be its most important 
function. 


The preparation of a newsletter 
is not an insurmountable task. The 
most difficult aspect of its prepa- 
ration is the manner in which the 
material is presented. Since this 
publication will circulate through- 
out the entire hospital, and since 
all printed matter appears in “black 
and white”, it would be well to es- 
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FLOOR STOCK 


Stock drug delivery truck. 


stations. 


NEWSLETTER 
of the 
ALBANY HOSPITAL PHARMACY 


POLICY AND PROCEDURE 


On Wednesday, March 30, 1960, the Pharmacy initiated a new Floor Stock Procedure. 
This involves the dispatching to the nursing station from the Pharmacy a Floor 


On Monday, Wednesday, and Friday mornings, a member of the Pharmacy Staff tours 
the hospital in order to fill Floor Stock Requisitions (AH-96) at the nursing 


The procedure is being operated on a replacement basis. For each empty unit in 
the Floor Stock basket a replacement will be issued. 


If it is found that Floor Stock units are needed on Tuesday, Thursday or Saturday, 
requisitions are approved by an Assistant Director of Nursing Service. 


All Special Drug Order requisitions (AH-78), Narcotic (AH-99A) and Barbiturate 
(AH-99B) and Quota Sheets (AH-129) are sent to the Pharmacy by Messenger Service. 


April, 1960 


THIS issue of the Newsletter of the Albany Hospital Pharmacy describes a new pharmacy policy 
and procedure, which is of general importance to all nursing care units and nursing personnel. 


tablish a system whereby the med- 
ical director, or some other member 
of the administration, approves of 
the material in the newsletter be- 
fore it is published. Unintentional, 
nebulous or poorly phrased state- 
ments may be misinterpreted. This 
could result in serious criticism 
which would detract from the pub- 
lication and interfere with the gen- 
eral acceptance of the pharmacist’s 
well intended efforts. Therefore, it 
is suggested that the pharmacist 
consider a clearance system of 
some sort before the publication is 
released. 

To properly prepare a pharmacy 
newsletter for publication, the fol- 
lowing suggestions may be helpful: 

1. Collect and record policy pro- 
cedures and changes for future 
publication. 

2. Attend meetings, if possible, 
of various committees whose func- 
tion in some way relates to phar- 
maceutical service. Then, print 
that material which warrants pub- 
lication. Such committees could in- 


clude the pharmacy and therapeu- — 
‘tics committee, 


the antibiotic 
committee, the pharmacy and pa- 
tient care committee, the safety 
committee, etc. 

3. Talk with the director of nurs- 
ing service, or the director of the 
school of nursing, to see if she has 
any suggestions that could be in- 
cluded in the way of helpful infor- 
mation. This can also be done with 
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the medical staff. 

4. Give careful consideration to 
the phraseology of the contents 
and the manner in which the sub- 
ject matter of the newsletter is 
presented. 

5. Proofread the material care- 
fully for grammatical and spelling 
errors. 

6. Submit a final, ready-to-be- 
printed copy of the newsletter to 
the medical director or adminis- 
trator for approval. 


FORMAT 


The format of this publication 
should be attractive. Let it have 
a distinguishing appearance so that 
it will stand out from the regular 
necessary material and notices is- 
sued throughout the hospital. If 
it has visual appeal, it will be 
picked up and read. Visual appeal 
may be achieved by using colored 
paper for the first page or for the 
cover of the publication. Or, the 
entire newsletter could be printed 
on colored paper. The paper should 
be of the same general size that is 
in current use in the hospital. This 
facilitates keeping the information 
on file and the publication then 
serves as a permanent record. 

An important point to remember 
is to keep the newsletter as brief 
and newsworthy as possible. Pref- 
erably, it should be a monthly 
publication, but not less frequently 
than bimonthly. Let the hospital 


family know that the pharmacist 
is an active, interested member of 
this health group. 


CONTENT 


There is a great deal of readily 
available information and material 
which can easily be compiled for 
inclusion in the pharmacy news- 
letter. Here are a few suggestions: 

1. Committee reports. 

a. The pharmacy and thera- 
peutics committee. 

(1) Changes in policy. 

(2) The addition and de- 
letion of new and old 
drugs. 

(3) Reports on drugs and 
drug products. 

b. The pharmacy and nurs- 
ing committee. 

c. The research committee. 

2. Departmental operational and 

procedural changes. 

a. Items on floor stock. 

b. Department hours—daily, 
weekends and holidays. 

c. Narcotic and barbiturate 
procedures. 

d. Discharge medication 
policy. 

e. Investigational drugs—pol- 
icy and procedure. 

f. Reconstitution of drugs. 

g. Sample drugs. 

3. Reference material. 

a. Drug compatibility charts. 

b. Generic name—brand name 
cross index. 

c. Pharmacy library facilities. 

d. Approved list of abbrevia- 
tions. 

e. Medication formulas. 

4. Editorial column. 

a. Comment on a current si.- 
uation. 

b. Items of national signifi- 
cance. 

5. Miscellaneous. 

a. Open house announcement. 
b. Personnel activities. 
c. New product section. 

Material and information which 
concerns the pharmacy department, 
its operation, its procedures, its 
facilities, its personnel, and other 
departments that do business with 
the pharmacy may be included in 
this publication. 

The pharmacy newsletter or 
bulletin, or whatever it is officially 
titled, should be distributed to each 
nursing and medical staff member 
and to all departments and per- 
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NEW PRODUCT ANNOUNCEMENT 


: The Wm. S. Merrell Company 
be announces the availability of 


MER /29 


(brand of triparanol) 


first cholesterol-lowering 
*% agent to inhibit the formation of excess 
cholesterol within the body. 


eee reduces both serum and tissue 
cholesterol levels, irrespective of diet. 


eee-noO demonstrable interference with other 
vital biochemical processes reported to date. 


toleration and absence of toxicity established 
by 2 years of clinical investigation. 


convenient dosage: One 250 mg. capsule daily, 
before breakfast. 3 


Clinical findings of therapy with MER/29 establish 
it as an aid to patients with hypercholesterolemia and 
conditions thought to be associated with it, such as 


‘coronary artery disease (angina pectoris, 
postmyocardial infarction) 


*generalized atherosclerosis 


supplied in bottles of 30 pearl gray capsules 


for professional literature write to Hospital Department 


Merrell THE WM. S. MERRELL COMPANY / Cincinnati 15, Qhio 
St. Thomas, Ontario 


Trademark: 'MER/29' 
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PHARMACY PROCEDURE 


Due to the great deal of confusion that exists in the filling of requisitions 
for ordering narcotics and barbiturates, a typical example is here by demonstrated. 


Department P-/ 


Code No. 


ALBANY HOSPITAL AH-99 
REQUISITION FOR ORDERING EQUIPMENT & SUPPLIES Dete Y-/9-$6 


The following articles are desired from oO aS 4 


No. Item. 


Catal Unit 
Quantity; Class Ordered] Issued / Value 


Code | Inventory No. of Units 


a. 


d. 


b. c. 


Linh = 30 


HEAD NURS = DEPARTMENT HEAD 


FILLED BY 


SUPERVISOR ADMINISTRATOR 


RECEIVED BY 


NO ITEMS WILL BE ISSUED UNLESS ORDERED BY CATALOG NUMBER AND NAME 


in this column. 


must appear. 


- Under the column marked catalog no. place number of the empty vial. 

. Under the column marked item, write in the name of the drug and the strength. 

. Under the column. marked unit quantity, write the number of milliliters or tablets. 

. Under the column marked number of units ordered, state the number of bottles or 
units wanted. Please do not put the number of milliliters or number of tablets 


- All forms must be filled out in ink, indelible pencil or typewritten. 
. At the bottom of the requisition under the designation head durse a signature 


IN ANOTHER issue of the Newsletter, a clear explanation of a specific 


procedure is 


published for the benefit of physicians, residents, interns and nurses—all of whom are con- 
cerned with ordering or administering narcotics and barbiturates. 


sonnel in the hospital whose activi- 


ties in part are contingent upon 


pharmacy operation. 

The successful functioning of a 
departmental publication, such as 
the pharmacy newsletter, is inval- 
uable. It will serve as a helpful 
adjunct in disseminating pharmacy 
policies. It will serve as an excel- 


lent public relations ambassador. 
It will serve as the “missing link” 
in the pharmacy-nursing-medical 
staff relationship. Finally, it will 
elevate the prestige of the depart- 
ment and the profession of phar- 
macy in the minds of the nursing 
and medical staffs and other pro- 
fessional personnel. 


NOTES AND COMMENT 


Congress passes a new labeling act 


Hospital administrators, pharmacists and others concerned with the 
labeling of potentially hazardous substances should be aware that early 
in July the Congress passed and sent to the President for signing the Fed- 
eral Hazardous Substances Labeling Act. 

This act, also known as Public Law 86, requires precautionary labeling 


of household substances containing 
poisonous or hazardous materials. 
The bill was drawn up after many 
meetings of physicians, lawyers 
and interested industry groups. 
Many health care groups strongly 
supported passage of the bill. 

The need for such a bill is ap- 
parent from the annual statistics 
of accidental poisonings. Every 
year in the United States, an esti- 


60 


mated 600,000 children swallow 
harmful substances, which, if not 
lethal, are at least disagreeable and 
may cause permanent injury. An- 
nually, more than 5000 children 
die from accidentally ingesting 
such materials. It is not known 
how many adults suffer injury or 
die as a result of accidental inges- 
tion of toxic substances. —~ 


This new act should assist physi- 
cians and other members of the 
hospital team in their efforts to 
save the lives of and prevent per- 
manent injury to the victims of 
accidental ingestion of hazardous 
household substances. Knowledge 
of the toxic agent in the ingested 
material will enable a physician to 
order specific treatment much ear- 
lier, even by telephone if the 
mother of a child can read the label. 

The act covers substances which 
are toxic, corrosive, irritating, 
strongly sensitizing, flammable or 
pressure-creating. 

Toxic agents are those causing 
personal injury or illness by in- 
gestion, inhalation or absorption 
through any body surface. Corro- 
sive agents are those causing de- 
struction of living tissue by chemi- 
cal action on the tissue. An 
irritant is defined as an agent 
causing a local inflammatory reac- 
tion, but not tissue necrosis. A 
strong sensitizer is defined as an 
agent causing hypersensitivity of 
tissue through an allergic or photo- 
dynamic process. The bill also de- 
fines flammable and radioactive 
substances. 

Proper labels are not defined in 
the act, but misbranding is care- 
fully spelled out. A package is 
misbranded if it does not bear a 
label that states the following con- 
spicuously: 

1. The name and place of busi- 
ness of the manufacturer, packer, 
distributor or seller. 

2. The common or usual name 
of the hazardous agent, or its 
chemical name. 

3. The signal word “DANGER” 
for substances that are extremely 
toxic, flammable or corrosive. 

4. The signal word “WARN- 
ING” or “CAUTION” for all other 
hazardous agents. 

5. A statement of the principal 
hazard. 

6. Instruction, when appropriate 
or necessary, of the proper first- 
aid treatment. 

7. Precautionary measures de- 
scribing the actions to be taken 
or avoided. 

8. The word “poison” for any 
highly toxie substances. _ 

9. Instructions for handling and 
storing packages requiring special 
care. 
“(Continued on page 62) 
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STERILE PACKAGED 


INFLATABLE CATHETERS 


Save nurses’ time 
Eliminate auto- 


-Claving expense 


Reduce patie 


Double 


protection 


ready for instant use 


ACMI. Sterile Pe 
is double-protected by ¢ 
, for assured sterility. Even should 
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ig the sterile catheter from contamination. 
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Sterilization is achieved under rigidly 
each lot is released. These catheters 
PELHAM MANOR, NEW YORK 
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CASTERS WHEELS 


for the 


HOSPITAL 


Thousands of Darnell Casters and 
Wheels in use in the World's leading 
hospitals prove their dependability. 
Ready availability in a complete line 
of sizes and models with various 
treads (including Neoprene, Non- 
Conductive Rubber and Phenolic 


Wheels) and a variety of stems, top- 


plates and other fittings for ease 


DARNELL CORPORATION, Lro. 


DOWNEY (les Angeles County) CALIF. 
37-28 SIXTY-FIRST, WOODSIDE 77, L.I., N.Y. 
36 NORTH CLINTON ST., CHICAGO 6, ILL. 
1000 PEACHTREE WN. E., ATLANTA, GA. 
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10. The statement “Keep out of 
the reach of children,” or its prac- 
tical equivalent. 

The act provides that mis- 
branded packages shall be subject 
to seizure and that violators shall 
be subject to a fine of $200, 90 days 
in jail, or both. 

Although the American Medical 
Association had endorsed provi- 


. sions to cover all hazardous sub- 


stances, not just those for house- 
hold use, the bill as passed does 
not include them, nor does it in- 
clude provisions for the use of pic- 
torial warning symbols on labels, 
such as a skull and crossbones. 
The act excludes from its pur- 
view poisons subject to the Federal 
Insecticide, Fungicide and Roden- 
ticide Act and foods, drugs and 
cosmetics subject to the Federal 
Food, Drug and Cosmetic Act. « 


63 new drug entities 
marketed in 1959 


During 1959, 63 new chemical 
entities were marketed by phar- 
maceutical firms, which is more 
than during any previous year of 
the past decade. In the same year, 
49 duplicated new chemical en- 
tities were introduced to the field, 
which is less than during any year 
since 1950. In addition, 203 new 
compounds were made available, 


which is near the lower end of the 
scale; 1950 was the low year with 
198 and 1955 was the high year 
with 282 new compounds. The 
total number of new products 
marketed during 1959 was 315, 
making it the second lowest year. 
New dosage forms of previously 
marketed products contributed 
another 1084 items to the market. 
The accompanying table furnishes 
a 10-year record of the intro- 
duction of new pharmaceutical 
products. 

Paul de Haen, a pharmaceutical 
marketing specialist, suggests that 
the trend toward more new chem- 
ical entities, but fewer total new 
products results from: (1) more 
careful selection of new products 
because of the high cost of product 
introduction and (2) more prom- 
ising results from previous re- 
search, both in the United States 
and abroad. 

Among the 63 new chemical en- 
tities, 29 were totally new drugs, 
23 were derivatives of presently 
known structures and 11 were new 
salts of old products. Of the 29, 16 
were developed by U.S. pharma- 
ceutical firms and 13 by European 
firms. Of the 23 derivatives, 17 
were developed in the United 
States and 6 in Europe. Of the 
salts, 10 were developed in this 
country and one abroad. 


PHARMACEUTICAL PRODUCTS INTRODUCED NATIONALLY 
1950 - 1959 
A Ten Year Period 


put out by vorious manufacturers. 


Number Total New Duplicate New 
of New Single Single Compounded | Dosage 
Firms Products Chemicals Products Products Forms 
1950 100 326 28 100 198 118 
1951 86 321 35 74 212 120 
1952 89 314 35 77 202 
1953 107 353 48 79 226 97 
1954 101 380 38 87 255 ~ 108 ° 
1955 124 403 31 90 282 96 
1956 126 401 42 79 280 66 
1957 127 400 51 88 261 96 
1958 126 370 44 73 253 109 
1959 106 315 63 49 203 104 
3583 415 796 2372 1084 
New Dosage Forms 1084 
4667 


New Single Chemicals—indicates products which are new single chemical entities not 
previously known, and developed by one manufacturer. 


Duplicate Single Products—products such as dexamethasone or griseofulvin which are 


Compounded Products—any product having more than one active ingredient. 


New Dosage Form—if a product has originally been marketed in tablets and is now 
offered in ampuls, suppositories etc., the latter are considered new dosage forms. 


Courtesy Pau! de Haen 
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SQUEEZE / 


‘LUBAFAX 


SURGICAL 
LUBRICANT 


@ Sterile 
5 GRAM TUBE FEATURES = Transparent 
STERILITY— 


Nonirritating 

inimizes crose-contaminati w Adheres firmly 
to instruments 
CONVENIENCE— © Washes off easily 
Snap off the tip and it’s ready to use = No unpleasant odor 

Suitable viscosity for 

ECONOMY***— Suit sity 
Low unit cost of single-use tube may optimum lubrication 
be added to patient’s charge. 
***Special hospital prices are available upon request. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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Microscope slide file (17E-1) 
Manufacturer's description: Manufactured 


of mahogany, this file is designed 
to hold approximately 200 l-in. x 
3-in. microscope slides in individual 


-numbered slots. The unit includes a 


removable index card and com- 


bination card holder and drawer 
pull. Brassplated box corners and 
escutcheon pins are included to 
fasten units together for stacking. 
The Nega-File Co., Dept. H16, Box 


_ 405, Doylestown, Pa. 


Chart racks (17E-2) 
Manufacturer's description: This chart 


rack makes charts accessible from 
either side of the desk as well as 
from any angle. The rack revolves 
in its own diameter of 13 in. It is 


holder or the longside hinge 12-in. 
x 10-in. chart holder. Beam Metal 
Specialties, Inc., Dept. H16, 25-11 
49th St., Long Island City 3, N.Y. 


Beverage servers (17E-3) 
Manufacturer's description: These “no 


drip-no chip” individual beverage 
servers have a metal tip spout 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 


not constitute endorsement by 
| the American Hospital Asso- 
constructed of aluminum tubing, is canes. 

ig anodized and has a 360° turntable 

3 action. The rack is made to hold permanently attached to heavy, 
“ig the standard 9-in. x 12-in. chart fireproof china. The metal tip 


spout, which protects pot and table- 
cloth, can minimize china replace- 
ment. The pots can be obtained in 
the two shapes shown, which are 
for 1% cup service, and 26 different 
underglaze colors. The Hall China 
Co., Dept. H16, East Liverpool, 
Ohio. 


Aluminum-steel shelving (17E-4) 
Manufacturer's description: Aluminum is 


teamed with steel in this all-pur- 
pose metal shelving. Inset shows a 
patented, aluminum key which 
locks and supports all parts of the 
shelving. Since the supporting key 


covers only one slot in the strong, 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 


Unsafe temperature alarm (17E-8) 


PRODUCT LITERATURE 


—__Plastic-surfaced paneling (17EL-1) 


Coffee-maker (17EL-6) 


Corticosteroids (17EL-2) 
____Weatherstripping (17EL-3) 


__—Motorized file (17EL-8) 
—__ Food service equipment (17EL-9) 


New germicidal (17EL-7) 


PRODUCT NEWS 

slide file (17E-1) Inconti pad (17E-9) 
Chart racks (17E-2) Resuscitation kit (17E-10) 

omg Beverage servers (17E-3) __—Plastic flatware holder (17E-11) 

ae Alumi steel shelving (17E-4) ______Mobile kitchen rack (17E-12) 

Stacking chairs (17E-5) clamp (17E-13) aluminum uprights, shelves may 
Plastic drawer cabinets (17E-6) Saw guard (17E-14) 

Plastic intravenous set (17E-7) pharmacy labels (17E-15) pe in. above 


each other. For added strength and 
rigidity, all shelves are reinforced 
at each corner with a spot-welded, 
heavy, 12-gauge steel angle. W. R. 
Ames Co., Dept. H16, 1001 Demp- 
sey Rd., Milpitas, Calif. 


—_____Plumbing fixtures (17EL-4) 

_____Electrical generating systems (17EL-5) 

4% Stacking chairs (17E-5) 

a NAME and TITLE. Manufacturer's description: This stacking 
= chair is produced by a process that 
% HOSPITAL. bonds the seat pan, foam rubber 
| 4 cushion and upholstery into one 
¥4 ADDRESS. permanent unit, providing excel- 


(Please type or print in pencil) 


lent durability and uniformity. The 
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FRANK C. MASSEY, Administrator 
Community Hospital 
Philadelphia, Pa. 


“Paper Food Service 
Ended A Kitchenful 
Of Problems For Us” 


Back in 1953, Mr. Massey learned that 
his dishwashing facilities in Commu- 
nity Hospital were wearing out. Even 
worse, so was the spirit of service in 
the hard-working kitchen personnel. 

Paper food service was adopted only 
after careful “‘acceptance”’ tests on pa- 
tients and staff. It eliminated the need 
for new dishwashing equipment. Sani- 
tation was improved. Space was freed 
for a walk-in cooler and deep freeze 
which permits advance portioning of 
many foods in paper cups and con- 
tainers. 

Paper food service cuts 144 hours 
from the workday for kitchen per- 
sonnel at luncheon—and the kitchen 
closes 4 hour earlier in the evening. 
Mr. Massey is certain that even when 
the number of beds is doubled, paper 
food service will still enable the present 
team of workers to handle the extra 
load on the kitchen. 


SEND 25¢ FOR FACTFUL BOOK 
Sixt es of helpful information on 
all phases of food 
service. Complete 
with cost studies and 
case histories of 
money-saving ideas 
from hundreds of 
restaurants and 
institutions. Send 
) 25¢ in coin to: 


Paper Cup and Container Institute, Inc. 
250 Park Avenue, New York 17,N. Y. 
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chair can be used in suslitvectiate. 
cafeterias, offices and in other in- 
stitutional areas where chairs nor- 
mally receive hard use. Steelcase, 
Inc., Dept. H16, 1120 36th St., SE, 
Grand Rapids, Mich. 


Plastic drawer cabinets (17E-6) 

Manvfacturer’s description: An improved 
plastic drawer for this line of 
cabinets features almost unlimited 
flexibility of compartment sizes, 
completely adjustable front to 
back. Each compartment can also 
be divided lengthwise. Clear plastic 


dividers el tightly in place. A 
measure scale on the drawer 
bottom affords visual inventory 
control and aids in counting con- 
tents. The cabinets are available 
with from eight to 128 plastic 


drawers. Akro-Mils, Inc., Dept. 
H16, 820 E. Market St., Akron 9. 


Plastic intravenous set (17E-7) 
Manufacturer's description: A remarkable 


degree of accuracy in control with 
this plastic intravenous set is made 
possible by a unique metering 
chamber, which shows at a glance 
the flow rate in cc’s per hour, and 
a precision regulating device for 
setting and maintaining a constant 
flow rate. Changes in flow rate are 
also instantly indicated on the 
easy-to-read meter scale. Three 
models are available to fit the three 


TODAY’S 


__. CAN 


The new Rexair 
is the only cleaner that 
drowns dirt and dust in a 
water bath! This, and its pat- 
ented whirling separator, makes 
the Rexair Rainbow different 
from all cleaners in design, func- 
tion, results. You can see dirt 
collected in Rexair’s clear plastic 
basin. With its water principle, 
constant suction is maintained— 
only fresh, purified air is ex- 
hausted into the room. 
Write for descriptive 
literature. 


HOSPITAL 


THE ONLY CLEANER THAT ELIMIMATES ALL... 
Cloth Bags 


REXAIR, INC. 
1000 BUHL BUILDING - DETROIT 26, MICHIGAN 
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tainers. C. R. Bard, Inc., Dept. H16, 
490 Morris Ave., Summit, N.J. 


Unsafe temperature alarm (17E-8) 
Manufacturer's description: This self-con- 
tained, easily installed, electric 
alarm system with auxiliary bat- 
tery power uses a factory preset, 
tamperproof, mercurial thermostat 
as the sensing element to give 
audible and visible warning of un- 
safe temperatures in refrigerators, 


freezers, blood banks, etc. The unit 
plugs into any 115-volt AC circuit 
and can be mounted with a single 
screw. If electricity should fail, a 
dim amber light and audible signal 
warn immediately of power failure 


through the six-volt battery. Mack 
Electric Devices, Inc., Dept. H16, 
Wyncote, Pa. 


Incontinence pad (17E-9) 
Manufacturer's description: This pad is 


stronger and offers more comforta- 


ble protection to the incontinent 
patient. Real fabric yarns give the 
a top sheet a smooth cotton softness 
Be major types of closures found in without any loss of wet strength. 
sain routine parenteral solution con- The bottom sheet is made of pure 


polyethylene and is waterproof 
Seven plies of cellucotton assure 
high absorbency. The Kendall Co., 
Dept. H15, Bauer & Black Div., 
309 W. Jackson Blwd., Chicago 6. 


Resuscitation kit (17E-10) 
Manvfacturer's description: In addition to 


two resuscitation tubes, which 
cover the full range of sizes from 
infant to adult, the kit includes two 
masks in large and small sizes. 


ULTRA-LOW TEMPERATURE 


CABINETS 


SOMETHING New HAS HAPPENED 
to the Famous HALPERT-WEAVER 


NECROPSY TABLES 


TEMPERATURES — 
TO 
MODEL NO. 100—Complete with all 
stondard equipment .......... $1084.00 
- MODEL NO. 200—Complete with all 
% ULTRA-COLD BLOOD STORAGE standard equipment plus sump drain 
$1213.00 
a PROTECTED BY WARMING ALARM MODEL NO. 300—Complete with all 


standard equipment plus center drain and 


to Frozen blood supplies are completely safe—even if power 

or refrigeration units have a built-in enhevel system through 

sound and 1 alarm to alert staff if warming begins. And, se 

aoe : standard 115-230 volt operation means low cost installation. MODEL NO. 400—Complete with oll Schedule 
Full parts, workmanship and servicewarranty. standard equipment plus center drain, 

Mostmodelsinstock,modificationson request. sump drain end downdreft exhevel system 

ap For a FREE copy of the helpful folder, through pedestal ............ $1692.00 

3 m4 ‘Selecting a Low Temperature Cabinet,” HYDRAULIC LIFT ON ALL TABLES $400.00 | 

write Revco, Department 000. DISPOSAL ON ALL TABLES ..... $432.00 


PURCHASE DIRECT FROM FACTORY 


Judustrial Metal Giatures 


9997 HEMPSTEAD RD. HOUSTON, TEXAS 


Industrial Products Div., 

REVCO we 

Deerfield, Michigan. 
Setting Trends in Refrigeration Since 1938 


Phone OVeriand 6-3705 
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Mouth-to-mask resuscitation is ac- 
complished by placing the mask 
over the nose and mouth and in- 
termittently blowing through the 
mouthpiece. Hudson Oxygen Ther- 


apy Sales Co., Dept. H16, 2801 Hy- 
perion Ave., Los Angeles 27. 


Plastic flatware holder (17E-11) 
Manufacturer's description: Designed for 


flatware, basket-type cylinders, 
this holder is constructed of an 
extremely durable plastic. It is 


lightweight, easy to handle and 
simple to keep clean. Each unit 
can easily support 300 lbs. and is 
capable of holding a _ half-gross 
each of knives and forks and 
several gross of spoons. Cylinders 
and rack are unaffected by food 
acids or alkalis, so they do not 
stain, corrode or pick up food 
odors. They can be sterilized in any 
commercial dishwasher and are 
unaffected by detergents. Bloom- 
field Industries, Inc., Dept. H16, 
4546 W. 47th St., Chicago 32. 


Mobile kitchen rack (17E-12) 
Manufacturer's description: Designed to 


carry pots, pans, strainers and 
kitchen tools on the hangers and 
roasters, bake pans, trays, etc., on 
the shelves, the new rack is made 
to meet the need for compact stor- 
age and drying space. The unit can 
be moved to and from any working 
area or it* can remain where 
needed. It assures perfect air dry- 
ing. Base and frame are heavy 
gauge steel, rustproofed with an- 


hemorrhoids | 
perineorrhaphy 
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in postpartum 


arations. 


Greater comfort...simpler care 
with economical, time-saving 


TUCK. 


Your hospital profits because TUCKS SAVES NURSES’ TIME 
— ready-to-use wet dressings—simple to apply—easily kept in 
place—TUCKS eliminates time and expense of special prep- 


® 


soft cotton flannel pads 
saturated with witch hazel 
(50% ) and glycerine 
(10%), pH about 4.6 


And patients welcome the extra comfort, “extra attention” of 
TUCKS soothing, astringent, cooling to inflamed tissue. 

TUCKS — ideal as a dressing or a wipe—can be kept at the 
bedside for use by the patient or nurse. 
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Greater comfort... 
— 
3 
For a generous sample of TUCKS—enough for sev- , 
: ; eral hospital patients—complete and return this card: 1 
id if 
OUIRTIY... 
5 y FULLER PHARMACEUTICAL CO. 
3108 W. Lake Street 
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epoxy paint that is chip-proof, 
acid-proof and scratch resistant. 
Pan Tree Rack Co., Dept. H16, 
P.O, Box 4575, Cleveland 24. 


Chair clamp (17E-13) 

Manvfacturer's description: This one- 
piece wire clamp slips onto the 
back or front legs of two adjoining 
chairs. It automatically is locked 
into position at the point where 
the cross bracer bars of the 


vhairs join the legs of the chairs. 
This one-step operation accounts 


for a large reduction in set-up 


time. The possibility of lost parts 
is eliminated since the clamp is a 
one-piece item and does not re- 
quire screws, bolts or other com- 
ponents for installation and assem- 
bly. Hampden Specialty Products 
Corp., Dept. H16, Easthampton, 
Mass. 


Saw guard (17E-14) 
Manufacturer's description: This saw 


guard offers protection in the op- 
eration of any conventional table 


‘saw with blades of six to 16 in. 


diameter. Features include the 
precision-engineered guard stand- 
ard of cast aluminum and the 


transparent shield of shatter-re- 
sistant, one-half in. thick, acrylic 
plastic, which covers the saw 
while allowing full vision and 


complete accuracy in a wide vari- 
ety of operations. Brett-Guard Co.., 
Dept. H16, Englewood, N.J. 


Self-sticking pharmacy labels 
(17E-15) 

Manufacturer's description: Self-sticking 
pharmacy labels and tapes for hos- 
pital and pharmacy use are avail- 
able from a wide selection of stock 
and special printed labels. Cus- 
tom label designs may be printed 
on pressure-sensitive, gummed or 
heat-sealing stock according to in- 
dividual requirements. Paramount 


Paper Products Co., Dept. H16, 
4402 North 23rd St., Omaha 10, 
Neb. 


fuoduct literature 


SEE COUPON, PAGE 64 


Plastic-surfaced paneling (17EL-1)— 
Upper wall and ceiling systems, 
utilizing a plastic-surfaced panel, 


- are described in this brochure. In- 


stallation details are also given. 
Marsh Wall Products Inc., Dept. 
HL16, Dover, Ohio. 


Corticosteroids (17EL-2)—The de- 
velopment of the family of drugs 
known collectively as “corticoste- 
roids” is traced in the booklet writ- 
ten by a prominent author on 
medical, health and pharmaceutical 
subjects. Schering Corp., PR Dept. 
HL16, 60 Orange St., Bloomfield, 
N.J. 


Weatherstripping (17EL-3)—-What 
you should know about interior 
and exterior weatherstripping 
against dust, noise, drafts, leaks 
and light is emphasized in this 
illustrated booklet. Pemko Mfg. 
Co., Dept. HL16, 5755 Landregan 
St., Emeryville, Calif. 


Plumbing fixtures (17EL-4)—Com- 
plete information on this line of un- 
breakable fixtures, which includes 
new urinal and shower units, 
combination one-piece closet- 
and-lavatory, and all standard 
models, including wall hung and 
flush valve types. The catalogue 
contains specification sheets on in- 
dividual fixtures. Super Secur 
Ware, c/o Aluminum Plumbing 
Fixture Corp., Dept. HL16, 778 
Burlway Rd., Burlingame, Calif. 


Electric generating systems (17EL-5) 
—The catalogue describes a com- 
plete line of engine-driven, elec- 
trical generating systems in the 


range of 10 to 200 kilowatts. Ask 
for bulletin P-1. Consolidated 
Diesel Electric Corp., Power Equip- 
ment Div., Dept. HL16, Stamford, 
Conn. 


Coffee-maker (17EL-6)—This cof- 
fee-maker serves real coffee—not 
powder or liquid—by individually 
brewing each cup. A full descrip- 
tion of service and maintenance 
features and specifications is given 
in the folder. American Hot Coffee 
Service, Dept. HL16, 541 Natoma 
St., San Francisco 3. 


New germicidal (17EL-7)—A report 
evaluating the bactericidal prop- 
erties of this bactericide, fungicide 
and deodorant that uses the aerosol 
method of application to protect 
recessed and hidden areas difficult 
to reach with aqueous solutions. 
Germex Chemical Corp., Dept. 
HL16, 82 Wall St., New York 5. 


Motorized file (17EL-8)—Booklet 
describes a space-saving, motor- 
ized filing unit that can handle 
correspondence and legal size rec- 
ords as well as special s'zes. Push- 
buttons automatically bring files 
to the operator. Ask for “Shelves 
that Come to You”. Wheeldex & 
Simpla Products, Inc., Dept. HL16, 
1000 N. Division St., Peekskill, 
N.Y. 


Food service equipment (17EL-9)— 
A high-styled line of food service 
equipment is described in this 
booklet. Many exclusive features 
are discussed and illustrated. Ask 
for “Criterion” booklet. Stanley 
Knight Corp., Dept. HL16, 3430 N. 
Pulaski Rd., Chicago 41. 
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engineeing and malin nance 


Because hospital infections are both 
serious and widespread, a hospital-wide 
effort is necessary to prevent them and 
eliminate their causes, according to the 
authors. In this article, they discuss the 
essential role of the hospital engineer 
in the infection control program, ana- 
lyzing his contribution to the total hos- 
pital effort. 


N RECENT YEARS, hospital- 
l acquired staphylococcal disease 
has become widely recognized as a 
health problem of increasing im- 
portance; it is international in 
scope and a matter of deep concern 
to hospital personnel, public health 
authorities and laymen.!: 2 

Because staphylococcal infections 
are both serious and widespread, 
their importance should never be 
underemphasized. We should still 
recognize, however, that these in- 


The authors are all associated with the 
School of Public Health and the University 
Health Service, University of Minnesota. 
W. Greene, Ph.D., 
and bacteriologist; D. Vesley is instructor 
and sanitarian; R. G. Bond is professor and 
public health engineer, and G. S. Michael- 
sen is professor and occupational health 
engineer. 

This paper is based on a presentation at 
the American Hospital Association Insti- 


A 

[oe research activities connected with 
this project were by 
a grant from the National 
Allergy and Infectious Diseases, US. 
Public Health Service. 
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(TOP) Typical colonies of air-borne barteria found in the hospital environ- 
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ment. Plates hold colonies carried in 5 cu. ft. volumes of hospital air measured by 
slit samplers. Fig. 2. (BOTTOM) Effect of air treatment on bacteria. This demonstration 
shows the efficiency of certain filters in removing air-borne bacteria from an air supply. 


THE ENGINEER 
AND INFECTION CONTROL 


by V. W. GREENE, Ph.D., D. VESLEY, R. G. BOND and G. S$. MICHAELSEN 


fections are only one type of hos- 
pital-acquired or nosocomial infec- 
tion. It is necessary to consider the 
control of staphylococci as part of 
an organized and integrated over- 
all infection control program. The 
engineer, particularly, who at- 


tempts to regulate or modify the 
physical environment to set up 
barriers against bacterial invasion, 
plays an important role in this pro- 
gram. 

It seems ironic, at this stage in 
our development, to be so con- 
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Fig. 3. Measuring the spread of 
bacteria in laundry handling. The 
photograph shows slit samplers 
in position during an experiment 
to demonstrate the effects of 
laundry manipulation. 


cerned with staphylococcal and 
other nosocomial diseases, but the 
problem does exist. The following 
developments may help to explain 
why: 

1. Hospital admissions are in- 
creasing annually. 

2. Patients who are being hos- 
pitalized may be more susceptible 
to nosocomial infections. 

3. Hospital personnel are more 
aware today of nosocomial infec- 
tions and, consequently, are on the 
lookout for them. The numerous 
reports of infections may reflect a 
more efficient diagnostic and re- 
porting system than previously. 

4. Infections that could be easily 
controlled by antibiotic therapy 10 
or 15 years ago are no longer 
always amenable to this type of 
treatment. 

5. In addition to these factors, 
some investigators have suggested 
that the aseptic precautions nor- 
mally employed in hospitals are 
insufficient to counteract the noso- 
comial bacteria.*: 4 

It is becoming clear that the 
prevention and control of noso- 
comial infections will require the 
combined efforts of all hospital 
personnel and all related disci- 
plines. The solution will involve 
cooperation among the medical, 
nursing, administrative, laboratory, 
housekeeping and engineering 
staffs. 


TRADITIONAL ENGINEERING FUNCTIONS 
The traditional duties of the hos- 


pital engineer touch already on 


70 


many areas of infection control. 
Without any changes in his estab- 
lished role, the egineer is already 
an integral link in the chain of 
nosocomial infection prevention, 
whether he realizes it or not. In 
the food service field, for example, 
the responsibility for provision of 
180°F. water for utensil disinfec- 
tion, the maintenance of refrigera- 
tion facilities below 50°F. and the 
repair of food service equipment 
are primarily the jobs of the en- 
gineer and his staff. These three 
functions are of inestimable im- 
portance in the control of food- 
borne disease and food-poisoning 
outbreaks. 

Similarly, the responsibility of 
the engineer in the area of water 
supply and plumbing maintenance 
is extraordinarily important in the 
prevention of diseases like typhoid 
fever and dysentery. In areas where 
the hospital utilizes municipal 
water and sewerage facilities, the 
engineer must be aware of dangers, 
such as cross-connections between 
the potable municipal supply and 
nonpotable auxiliary supplies and 
back-siphonage possibilities, which 
may exist in the form of submerged 
inlets in steam sterilizers, labora- 
tory sinks and the like. In subur- 
ban and rural areas, the engineer 
bears this responsibility plus the 
added job of providing a bacterio- 
logically, physically and chemically 
satisfactory, private water supply. 
He is also responsible for the sani- 
tary disposal of sewage in a man- 
ner that will not only protect the 
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hospital, but will also protect any 
communities which may lie down- 
stream from the effluent discharge. 


Perhaps the routine maintenance 
of hospital equipment illustrates 
best the essential role of the en- 
gineer in an infection control pro- 
gram. Hospital personnel depend 
on autoclaves for the sterilization 
of surgical packs, and most cer- 
tainly the operator of this appa- 
ratus depends on the engineer to 
provide the 15 p.s.i. of pressure 
necessary to do this job effectively. 
The hospital staff depends on laun- 
dry equipment to clean contami- 
nated textiles. Vacuum cleaners, 
floor polishers, dumbwaiters, bot- 
tle washers—all these items of 
equipment are expected to func- 
tion in an efficient manner to mini- 
mize contamination. Ultimately, 
the operation and efficiency of such 
equipment become the responsibil- 
ity of the engineer. There is hardly 
a service in the hospital which at- 
tempts to keep the environment 
clean and to minimize the spread 
of infectious microbes that does 
not depend on the engineer to pro- 
vide it with proper tools to do the 
job. 

In the course of a research proj- 
ect at the University of Minnesota, 
the research team became more 
and more impressed with the role 
of the engineer in controlling in- 
fection by his cooperation with the 
housekeeping staff in solid waste 
disposal in a hospital. Nearly every 
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Memorial Hospital of Long Beach, California 
Architects Associated 


a 
flug Construction Co., General Contractors, 
California 


. and served by 


HAUGHTON OPERATORLESS ELEVATORS 
... bringing the magic of Elevonics* to elevatoring! 


In keeping with the modern, efficient design 
of the entire structure, the new Memorial 
Hospital of Long Beach, Calif., provides an 
impressively modern system of electronically 
controlled elevators. 


Five Haughton Operatorless Elevators move 
traffic swiftly from floor-to-floor, with utmost 
smoothness and comfort. And there’s generous 
capacity—even for beds with attachments. 
Four cars have 4,000 lb. capacity, speed of 
500 fpm, with 6%’ x 8’ floor. One is extra 
large with 7,000 lb. capacity, speed of 500 


EXCELLENCE 
IN VERTICA 


HAUGHTON 


ELEVATOR COMPANY 


fpm, and 6%’ x 11’ floor. All entrances are 
48 inches wide. An amazing “‘electronic brain’”’ 
dispatches cars at the proper times and in 
proper sequence to meet traffic needs exactly. 


Through Haughton Elevonics*—proven de- 
vices of ingenious design bring new standards 
of elevator performance, economy and comfort 
to this progressive new hospital and to multi- 
floor buildings of all types. We will be glad 
to furnish you with complete information on 
Haughton design, modernization and main- 
tenance capabilities. 


*Haughton’s advanced program in elevator 

systems research and engineering, with 
specific emphasis on the creative appli- 
cation of electronic devices and instru« 
‘mentation for betterment of systems 
design and performance. 


DIVISION OF TOLEDO 
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West Coast Regional Office + 


SCALE CORPORATION 


Toledo 9, Ohio 


Los Angeles 26, Calif. 
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aspect of this job—from gathering 
through transportation and storage 
to final disposal of the tons of solid 
waste originating in hospitals— 
concerns the engineer in one way 
or another. This waste is often 
heavily contaminated with bac- 
teria and should be handled so as 
to prevent an infection hazard, 
either to the hospital or to the 
community at large, which could 
be affected by improperly oper- 
ated incinerators or careless dis- 
carding of infectious materials on 
public dumps. Thus the engineer 
is called on to maintain the in- 
cinerator and trash chutes, the 
garbage grinder and refuse carts 
and to control the means of final 


disposal, constantly fulfilling his 


role as a key person in a cooper- 
ative control program. 

The engineer is also responsible 
for the maintenance of the hospital 
ventilating system. The roles 
played by ventilation and airborne 
microorganisms in nosocomial in- 
fections have been attracting more 
and more interest recently, and it 
appears that this is one aspect of 
the problem that has been too often 
neglected.5 Architects and engi- 
neers designing hospitals have been 
slow to recognize the part that 
ventilation can play in the spread, 
as well as in the control, of air- 


Fig. 4. Air-borne bacteria disseminated during the handiing of soiled linens. Plates 11-1 and 
11-2 show the count in the air in the experimental room prior to the handling of the laundry. 


borne microorganisms (See Figs, 1 
and 2). Frequently the hospital en- 
gineer is called upon to make the 
ventilation system do a job it was 
not des¥gned to do. The engineer’s 
traditional responsibility of pro- 
viding the hospital with fresh, 
clean air is an essential feature of 
a good infection control program. 


NEW ROLE FOR ENGINEERS? 


In the light of the traditional 
role of the hospital engineer in the 
constant battle against nosocomial 
disease, the question arises whether 
his routine responsibilities are 
sufficient to combat the new prob- 
lems that face hospitals today. Do 
hospitals require a complete over- 
haul of the engineer’s duties? Or, 
would an extension and further 
application of the job already 
being performed be sufficient? 

In order to answer these ques- 
tions, we should consider some 
characteristics of the staphylococ- 
cus which distinguish it from most 
of the common disease-producing 
organisms. 

Staphylococci are relatively more 
resistant to chemical and physical 
germicidal agents than most other 
disease-producing bacteria. Many 
strains have developed a high re- 
sistance to antibiotics and sulfon- 
amides, making it extremely diffi- 


The other four plates demonstrate what happens in the air during routine manipulation of 


soiled linens, as measured by slit samplers. 
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cult to treat such infections by 
chemotherapy. The organism can 
also survive for long periods in 
dry air. Staphylococci can become 
air-borne by (1) means of a 
sneeze or cough; (2) shaking con- 
taminated clothing, laundry or 
dressings (See Figs. 3 and 4); (3) 
stirring up contaminated dust from 
the floor or furniture, or (4) merely 
being shed from contaminated skin 
or hair. The air-borne microbes 
can be transported through the 
environment by air currents to 
lodge on patients, personnel and 
fomites. 

When staphylococci contact a 
person, they may initiate an in- 
fection or may just multiply in a 
suitable location without producing 
symptoms. In the latter case, the 
person can become a carrier who 
might transmit the infectious agent 
to a more susceptible host. In gen- 
eral, the staphylococci are formi- 
dable, disease-producing, difficult 
to destroy and easy to transmit 
either by direct contact or by the 
air-borne route. 


CONTROLLING AIR MOTION 


Therefore, it must be empha- 
sized that bacteria are often air- 
borne and move in the same direc- 
tion as the air flow. The engineer 
needs to appreciate that the 
movements of organisms, which 
can be transmitted by air, can also 
be controlled by regulating the 
movement of air. This applies to 
natural air motion as well as that 
induced by mechanical ventilation. 
Conversely, the engineer must also 
understand that failure to properly 
control air movements in a hos- 
pital can spread bacteria from one 
part of the hospital to another. 

The engineer must recognize that 
linen chutes, rubbish chutes, stair- 
wells, elevator shafts, dumbwaiter 
shafts, duct shafts, in fact any ver- 
tical opening rising through a 
hospital, develops a natural draft 
or chimney effect. This permits air 
to flow from the lower levels of 
the hospital to the upper levels, 
carrying with it airborne micro- 
organisms. The engineer needs to 
consider ways and means of con- 
trolling or eliminating this type 
of air flow. He needs to consider 
where such facilities should be 
located within the hospital and 
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to pay LESS for floor care 
pay more for |QUALITY| materials 


Medical building maintenance expenditures show cleaning costs ata 
new high of 50.8¢ annually per square foot. Of this total cost 45¢ is 
expended for labor while only 2.3¢ is used for materials and supplies.* 


When a hospital practices the false economy of purchasing cheap 
cleaners, waxes and floor dressings, not only do labor costs skyrocket 
because of the necessary increased frequency of treatment, but your 
floors are in danger of rapid depreciation. Cheap alkaline cleaners 
shorten floor life. Cheap waxes offer little protection. 


M With the right long-lasting, quality-first treatment, the cost of clean- 


ful resilient floor in a hospital waiting room was treated to clean 
easily, stay clean, look clean. 


e The tile was sealed with Hillyard HIL-TEX®, to fill the pits and voids, elimi- 
nate traps for dirt and bacteria, provide a firm, smooth base for wax. 


e The floor was then finished with SUPER HIL-BRITE®, water emulsion wax 
made only of prime No. 1 imported Carnauba. Buffs back again and again 
to its original lustre after repeated scrubbings, and through long periods of 
grueling wear. 


e Daily sweeping with a SUPER HIL-TONE® treated yarn wick brush helps 
prevent the spread of dust borne infection. 


e Cleaning all hospital surfaces is further simplified with Hillyard CLEAN-O- 
LITE®, the one-step cleaner-sanitizer. Gets the dirt, without damage to the 
floor or its finish, and sanitizes in the same operation. Phenol coefficient 
against salmonella typhosa, 12; against staphylococcus aureus, 18. 


conductive floors and Hillyard treatments for all floors in your Hospi 


Whether CLEANING * SANITIZING * DISINFECTING + FINISHING * WAXING or SWEEPING 
You’re Money Ahead with 


Dept. H-2 


For an expert’s advice on 
safe and economical Hos- 
pital Floor care, call on 
the Hillyard Hospital Floor 
Care Consultant in your 
area. He’s 


“On Your Staff, Not Your “Pays” 
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Please hove the Hillyard Hospital 
Floor Core Consultant get in touch 
with me. No obligation! 


Fi 


Passaic, ST. JOSEPH, MO. Sen Jose, Call. 


HOSPITAL 
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Branches and Warehouse Stocks in Principal Cities 
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beyond that whether they can be 
eliminated from the hospital. 
The engineer must be alert to 
shortcomings in the design of 
mechanical ventilating systems 
which may make it difficult for him 
to provide the proper movement of 
air at all times. Some of these are 
(1) failure to provide adequate 
make-up air to replace that ex- 
hausted from the building; (2) 
several air supplies draining from 
a common air supply duct; (3) 


common exhaust ducts, and (4) 
failure to provide absolutely inde- 
pendent systems for critical areas 
of the hospital, such as surgical 
and delivery rooms, nurseries, re- 
covery rooms, intensive care areas 
and isolation wards. 


THE THIRD CONCERN 


To his traditional concern with 
temperature and humidity in air 
conditioning, the engineer must 
add a third—clean air; i.e., clean 


for 


hospital 


engineers 


—INFORMATION 
— ASSISTANCE 


—PARTICIPATION 


Chicago 11, Illinois 


of membership. 


Personal Membership Department for Hospital Engineers 
American Hospital Association 
840 North Lake Shore Drive 


Yes, | am interested in learning more about personal mem- 
bership! Please send me your folder describing the advantages 


zone state 
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bacteriologically, clean as far as 
dust and dirt are concerned and 
clean from the standpoint of odor. 
The bacteriological quality of hos- 
pital air is a function of the quality 
of air introduced, the contamina- 
tion added to it by people, fomites 
and activity and the speed with 
which added contaminants are re- 
moved. The hospital engineer plays 
a key role in controlling two of 
these three factors; he can extend 
his traditional infection control 
role to challenge the new prob- 
lem also. 

The engineer should learn about 
the different techniques available 
for air purification (See Fig. 2). 
He should see to it that there is 
a proper distance between the out- 
side air supply for his hospital and 
various exhaust ducts to avoid 
contamination of the fresh air 
supply. The hospital engineer has 
the responsibility of informing his 
administrator of the importance of 
certain features of the physical 
plant in combating nosocomial in- 
fections. He must also make rec- 
ommendations for the proper lay- 
out and design of new facilities 
which will tend to minimize the 
spread of such diseases. 

In summary, we should re-em- 
phasize the importance of the en- 
gineer in a hospital infection con- 
trol program. As an individual who 
deals with all services and has 
liaison with all departments, his 
activities encompass the whole 
hospital. As an engineer, his tech- 
nical advice and skill have no sub- 
stitute. As a hospital specialist, his 
awareness of unique hospital prob- 
lems places him in a key position. 
The problem of nosocomial infec- 
tions is capable of solution—the 
engineer in cooperation with the 
other hospital disciplines should 
do his utmost to help solve it. ® 
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Your A CENTER FOR COM- 
MUNITY HEALTH SERVICE, Arnold 
A. Rivin. Chicago, Blue Cross 
Commission, 1960. 36 pp. $15 for 
100 copies (Collected reprints from 
Blue Print for Health) 

Your Hospital ... A Center for 
Community Health Service is an 
impressive array of easily under- 
stood hospital facts, written in a 
readable style, that should capture 
the interest of every person who 
is mindful of hospital services. 

Originally published as seven 
articles by the Blue Cross Com- 
mission in Blue Print for Health, 
the material now has been as- 
sembled in a 36-page, pocket-size 
pamphlet. The information clear- 
ly answers many questions often 
asked by the general public, which 
does not always grasp the answers 
given by health care personnel. 

Wide use is made of data com- 
piled by the American Hospital 
Association for the annual Guide 
Issue of MOSPITALS, J.A.H.A. In the 
articles, the author briefly dis- 
cusses the history of the voluntary 
hospital movement and the kinds 
of hospitals which care for people 
of this country; describes the ex- 
tensive seen and unseen services 
rendered by nonprofit hospitals; 
reviews the organizational struc- 
ture of the voluntary hospital, the 
people needed to operate it and 
their responsibilities; explains hos- 
pital costs; points out why hospi- 
tals need community support; 
mentions the educational functions 
of hospitals, and stresses the im- 
portance of budgeting for hospital 
care. 

Although each article could have 
been published as a separate pam- 
phlet, we believe that collecting 
them under one cover has produced 
an effective whole. Trustees, doc- 
tors, hospital auxiliary members, 
department heads and other em- 
ployees will find in this pamphlet 
a wealth of information useful in 
their public contacts. The pamphlet 
would be appropriate for mailing 
to bankers, lawyers, municipal 
heads and the industrial and com- 
mercial leaders of the community. 
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Public relations aid 


Also, it would be a useful “hand- 
out” at speaking engagements be- 
fore service clubs. All these groups, 
of course, are vital sources of com- 
munity influence and are impor- 
tant to hospitals. 

It is an excellent pamphlet to 


also: 
Revised accounting manual 


place in hospital solaria and lob- 
bies for patients and the visiting 
public. Students in hospital ad- 
ministration courses should find 
this of interest. As a recruitment 
device, it might be well to place 
the pamphlet in the hands of guid- 


for survival... 


the ISOLETTE’ incubator offers greater 
protection for the premature infant 


Only the IsoLeTTE® provides precise, continuous, fully-automatic control of temper- 
ature, humidity and oxygen—vital factors of the premature infant’s environment. 


When nursery air is used, the IsoLeTTe incubator alone insures maximal isolation 
by means of the new IsOLETTE MICRO-FILTER, which removes all contaminants 


NEW! Infant Servo-Controller 
for the Iisolette 


... for the first time permits the prema- 
ture infant to act as his own thermostat— 
to maintain a constant, normal body tem- 
perature indefinitely! The new INFANT SERVO- 
CONTROLLER can be factory-adapted to any 
ISOLETTE now in service, or it can be pur- 
chased as a complete ISOLETTE unit. 


down to 0.5 micron in size. And if the 
exclusive outside connection is used, the 
IsOLETTE incubator provides a continu- 
ous supply of circulating pathogen-free, 
fresh, outside air. 


For optimal protection of even the tini- 
est infant—and to be ready for the 
increasing birth rate—make sure your 
nursery has enough IsoLeTTE incubators. 


Write for information about the ISsOLETTE 
and the INFANT SERVO-CONTROLLER, or tele- 
phone collect from any point in the U.S.A. 


Ine 


Hatboro, Pa. OSborne 5-5200 
Leaders in electronic research 
e and engineering to serve medicine 
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ance counselors and school and 
public librarians, along with spe- 
cific reading matter on hospital 
careers.—S. P. INTELLISANO, public 
relations director, the Norwalk 
(Conn.) Hospital. 


Revised accounting manual 


UNIFORM CHART OF ACCOUNTS AND 
DEFINITIONS FOR HOSPITALS. 
American Hospital Association. 
Chicago, The Association, 1959. 
180 pp. $2.25. 


needed revision to the 1950 edition 
of Section 1 Handbook on Account- 
ing, Statistics and Business Office 
Procedures for Hospitals makes its 
appearance in this new American 
Hospital Association manual. 

The need for uniform accounting 
is reflected in the equation whose 
second part is universally recog- 
nized as one of the major responsi- 
bilities of hospitals—‘“‘best possible 
care at lowest possible cost”. No 


ant should merely store this book 
on the shelf. The Uniform Chart of 
Accounts outlined in Chapters 2 
through 5 should be set up by 
every hospital, starting with its 
next fiscal year, and including 
those hospitals presently using the 
1950 account classification and 
numbering code. The principal 
change in the chart concerns the 
account numbering. The first digit 
position in the revision identifies 


am. The long-awaited and much- hospital administrator or account- the account characteristics; i.e., 
a asset, liability, capital, expense and e 
ee | revenue; whereas, the second digit 
identifies the fund grouping. This 
a is the reverse of the original chart. i 


The manual states that “ade- 
quate accounting is dependent on 
adequate statistical information” 
and further that “terms used in the 
hospital field should mean the same 
thing to different people’. With 


= Can you say YES 
ee standardization as the objective, 


? 
to these questions . the AHA staff, using basic research 


under a U.S. Public Health Service 
ie : grant to the Hospital Research and 
ee | 1. Is there a real need for funds? Educational Trust, sought to clari- 
fy certain ambiguous terms, and 
| to devise new terms when neces- 
3. Is the constituency potentially able? 
a taches a complete service concept 
a | to its definition of beds and re- 
f lated terms, so should produce 
more meaningful occupancy statis- 
tics. A more computable method of 
accounting statistically for outpa- 
tients is developed. This involves 
some changes in our traditional 


2. Are the leaders willing to devote themselves? 


After consultation with representatives 
of this firm, the leaders of Southampton 
Memorial Hospital, Franklin, Virginia, 
found they could answer “yes” to the 
questions. The result? We quote a tele- 
gram received from S, W. Rawls, Jr., thinking of the outpatient area, 
General Chairman of the campaign: but greater consistency should re- 
tive $1,211,000 “...OBJECTIVE OF $1,211,000 OVERSUB- sult. 
ee SCRIBED BY $244,000. OUR THANKS TO Chapter 6, “Check Lists of Sup- 
d $1,485,000 YOUR ORGANIZATION AND PARTICULARLY 4 
cee NS YOUR REPRESENTATIVES FOR A SUCCESS- plies, Expenses and Equipment, 
should become a well thumbed- 


through section, because account- 
ants will refer to it frequently to 
determine what items should be 
charged to what accounts. Pages 
162 through 173 should not be 
overlooked for they contain au- 
thoritative estimates of life ex- 
pectancy (in years) of most items 


Another 


Hospital Success 


. 
MEMORIAL HOSPITAL 


Franklin, Virginia 


= 


4 


The exceptional record of this firm in guiding over 350 
major hospital fund raising campaigns during the past 
half century is your most reliable assurance that an ap- 
peal organized by Ward, Dreshman & Reinhardt will have 
the greatest possible opportunity of being successful. 


We cordially invite pre-campaign consultations 


"4 without cost or obligation. of equipment used in hospitals. 

ee WARD. DRESHMAN & REINHARDT | enn’ The importance of this manual 
6 Fund Raising and the imperative need for it are 
si 7 Bureau of Hospital Finance such that it is hoped the AHA staff 


30 ROCKEFELLER PLAZA « NEW YORK 20, N. Y. © CIRCLE 6-1560 
Accepted for listing by American Hospital Association 


will start immediately to gather 
comments and criticisms for its 
next revision, which should be 
issued within three to five years,— 
ROBERT M. SHELTON, executive di- 
rector, American Association of 
Hospital Accountants. 


*does not include Federal and/or State matching funds 
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personnel changes 


@ J. Milo Anderson has been ap- 
pointed executive vice president of 
Presbyterian Medical Center, San 
Francisco. For 
the past five 
years he has 
been adminis- 
trator of Strong 
Memorial Hos- 
pital, Rochester, 
N.Y.; prior to 
that he served 
as administra- 
tor of Ohio 
University 
Health Center, 
Columbus. Mr. Anderson is chair- 
man of the Council on Planning, 
Financing and Prepayment of the 
American Hospital Association, 
and also chairman of the AHA 
Committee on Development. He is 
serving on the advisory committee 
on community planning of the U.S. 
Department of Health, Education, 
and Welfare and on the advisory 
committee to the U.S. Armed 
Forces on Medicare. 

Presbyterian Medical Center at 
the same time announced the pro- 
motion of W. P. Geigenmuller to as- 
sistant vice president. Mr. Geigen- 
muller has been associated for the 
past 15 years with the former San 
Francisco Stanford Hospital which 
was taken over last spring by the 
Presbyterian Medical Center. His 
last position was that of superin- 
tendent. 


@ Ted £. Barner has assumed the 
position of assistant administrator 
of the new DeKalb General Hos- 
pital under 
construction in 
Decatur, Ga. 
For the past 
year he has 
been community 
survey consult- 
ant with Hospi- 
tal Services, 
Georgia Depart- 
ment of Public 
Health; he has 
also been on the 
staff of Georgia State College of 
Business Administration, teaching 
hospital purchasing and account- 
ing. Mr. Barner holds a master’s 
degree in business administration 


MR. ANDERSON 


MR. BARNER 


SEPTEMBER |, 1960, VOL. 34 


from that college and also has 
completed its course in hospital 
administration. 


@ A. E. Brim has been appointed ad- 
ministrator of Beaverton Com- 
munity Hospital, scheduled to open 
in Beaverton, Ore., in October 1961. 
A graduate of the University of 
Minnesota course in hospital ad- 
ministration, Mr. Brim was for- 
merly assistant administrator and 
business manager of Good Samari- 
tan Hospital, Portland, Ore. 


@ Marie Burtenshaw (see Trautman 
item). 


@ Armin F. Funke has been appointed 
administrator of Alhambra Sana- 
torium, Rosemead, Calif., succeed- 
ing Alden B. Mills, who resigned. In 
addition to being administrator of 
Alhambra Sanatorium, Mr. Mills 
was also administrator of Rest- 
haven, Los Angeles. He will con- 
tinue in the latter position and de- 
vote more of his time to consulting. 

Mr. Funke is a graduate of the 


Yale University program in hospi- 
tal administration and has com- 
pleted his administrative residency 
at California Hospital, Los Angeles. 


@W. P. Geigenmuller (see J. Milo 


Anderson item). 


@ Garrett R. Graham has been ap- 
pointed administrator of Lynn 
Hospital, Lincoln Park, Mich. A 
graduate of the University of 
Michigan program in hospital ad- 
ministration, Mr. Graham was for- 
merly assistant administrator of 
Saginaw (Mich.) General Hospi- 
tal. 


@ John W. Luebs has been appointed 
administrator of Norfolk (Nebr.) 
Lutheran Community Hospital. He 
is a graduate of the University of 
Minnesota course in hospital ad- 
ministration and completed his 
residency at the University of 
Kansas Medical Center, Kansas 
City. 


@ Alden B. Mills (see Armin F. Funke 
item). 


Moues to 


Bellmore, New York! 


YMA NEW FACTORY AND EXECUTIVE OFFICES! 
A NEW ULTRA-MODERN EQUIPMENT! 
PA NEW SCIENTIFIC METHODS OF 
PRODUCTION AND MATERIALS HANDLING! 
Service And Delivery ... Better Than Ever! 


We thank you for the confidence placed with us 
during the past 10 years. The courtesies shown, 
the faith and patronage offered, heiped bring 
about this milestone in our company history. 


In order to meet the demand for Lumex products, 
as well as to satisfy our own insatiable desire 

to continually market the finest equipment possible. . . 
economically suited for every budget requirement 

... this plant expansion became a necessity. 


Our future has one purpose . .. superior products, 
unmatched utility, better service . .. in short, an 
integrated operation worthy of your highest standards 
and complete satisfaction. 


We Are Now Ready To Serve You! 


Manufacturers Of 
“QUALITY ENGINEERED” 
General Medical & Hospital Equipment 


LLMORE. N.Y. 
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@ Salve A. Mudane has been ap- 
pointed assistant to the administra- 
tor of Memorial Hospital, Holly- 
wood, Fla. He is a graduate of the 
program in hospital administration 
of State University of Iowa, Iowa 
City, and served his residency at 
the Veterans Administration Hos- 
pital, lowa City. 


_ @ John A. Oley, retired commander, 
U.S. Navy, has been appointed ad- 
ministrator of Columbia Hospital 
for Women, Washington, D.C. He 
succeeds the late Maj. Gen. Albert 


W. Kenner. For the past four years 
Commander Oley had been assist- 
ant administrator at the Columbia 
Hospital for Women. 


@ Victor A. Pauls has been appointed 
administrator of Dr. I. W. Allen 
Hospital, Moab, Utah. His work in 
the hospital field for the last five 
years was in the area of pharmacy 
and purchasing. Mr. Pauls has a 
degree in pharmacy from the Uni- 
versity of Alberta, Edmonton. 


@ Philip Rickard, executive director 
of Saskatchewan Hospital Associa- 


to hand. 


themselves. 


than through things. 


activities. 


DIRECTIONS 
MORE THAN JUST A WAY TO GO 


Proper direction, to a trained and dedicated professional, is 
more than seeking an end through whatever means may come 


Whether he be executive, administrator, board member or 
fund raising counsel, if he is worthy of his title he is as con- 
cerned with how he achieves his goals as well as with the goals 


For he knows, almost instinctively, that what he does to 
advance an institution must be done through people, rather 


The degree to which this principle is applied marks the 
major difference in various fund raising counsel. 


With Lawson Associates it forms the basis for all other 


Accepted for listing by The American Hospital Association 
LAWSON ASSOCIATES ... 


Sand raising 


Home Office: 
53 North Park Avenue, Rockville Centre, New York, Rockville Centre 6-8000 


Branches: 
3545 Lindell Boulevard 24 North Wabash Avenue 101 Jones Building 
St. Louis, Missouri Chicago 2, Illinois Seattle, Washington 
Jefferson 5-6022 Financial 6-4504 Mutual 2-3691 


2015 J Street Sacramento 14, California Hickory 6-5759 


tion since 1957, has been appointed 
administrator of 
General Hospi- 
tal of Port 
Arthur, Ont. 
Mr. Rickard 
who came to 
Canada in 1954, 
studied hospital 
administration 
at the Hospital 
Administrative 
Staff College of 
the King Ed- 
ward’s Hospital Fund for London. 
He is a fellow of the Institute of 
Hospital Administrators of Eng- 
land and had been administrator 
of a group of hospitals in Bourne- 
mouth, England. 


@ Robert P. Trautman has been ap- 
pointed administrator of Oceana 
Hospital, Hart, Mich. He has com- 
pleted his administrative residency 
at Blodgett Memorial Hospital, 
Grand Rapids, Mich., and received 
a master’s degree in hospital ad- 
ministration from the University 
of Michigan, Ann Arbor. Mr. 
Trautman succeeded Marie Burten- 
shaw who retired as administrator 
of Oceana Hospital. 


Deaths 

Homer E. Alberti, administrator and 
treasurer of Winchester (Va.) 
Memorial Hospital for the past 15 
years, died 
while vacation- 
ing in Colorado 
Springs, Colo. A 
graduate of the 
Rutgers Uni- 
versity Gradu- 
ate School of 
Banking, Mr. 
Alberti was ad- 
ministrative of- 
ficer at Bethany MR. ALBERTI 
Hospital, Kan- 
sas City, Kans., prior to assuming 
his position in Winchester. While 
in Virginia he was member of the 
Governor’s Commission on Nurs- 
ing Facilities, board member of 
Virginia Hospital Service Associa- 
tion (Blue Cross, Richmond) and 
served on committees of the 
American College of Hospital Ad- 
ministrators. Mr. Alberti had also 
been a member of the House of 
Delegates of the American Hospi- 
tal Association and had served as 
president of Virginia Hospital As- 
sociation. 
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Aged Care Bill Stirs Senate Debate 


The first major action in health legislation in the 
current session of Congress developed, as expected, 
on medical care for the aged. It took place in the 
Senate Finance Committee, before that committee 
reported its redesign of the House-passed social 
security amendments of 1960 (HR 12580) on August 
13. Incorporated in the committee’s legislation was 
a plan, similar to that already approved by the 
House, extending public assistance in providing 
health benefits for the aged. In authorizing this pro- 
gram by a 12-5 vote, the committee decisively by- 
passed various proposals which would have used the 
social security mechanism to finance health care. 

A second important move by the Senate committee 
eliminated extension of social security to the nation’s 
physicians. The House version of the bill had pro- 
posed this, but the Senate committee action appar- 
ently eliminated further consideration of the proposal 
in the 86th Congress. 

The question of the form of health care for the 


aged remained a very live issue, however, with a 
heated Senate floor fight a certainty. Sen. John F. 
Kennedy of Massachusetts, the Democratic presiden- 
tial nominee, immediately reaffirmed his support of 
social security financing. So did a number of senators 
in the liberal Democratic Senate bloc. In fact, during 
the week of August 8, when the Senate reconvened, 
the liberals’ attitude was to get any kind of legisla- 
tion reported out of the finance committee so that a 
floor fight could be initiated. They took this position 
after Sen. Harry F. Byrd (D-Va.), chairman of the 
Senate Finance Committee, publicly stated his oppo- 
sition to social security financing as “socialized medi- 
cine”. 

The Senate committee proposal was offered by 
Democratic Senators Robert S. Kerr (Okla.) and J. 
Allen Frear (Del.). It was known to have administra- 
tion support. Announcement of the committee-ap- 
proved plan brought immediate reaction from leading 
public opponents and proponents of social security 
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Cylinder Model 


|. PPB. with AIR or OXYGEN: 


your choice with M-S-A® 
Pulmonary Ventilators 


This is the compressor model used for air mixtures. 
Other models are available for 100% oxygen or 
air-oxygen mixtures. Also, “total flow” Heated Main- 
stream Nebulizer available for all models. 
Write for descriptive literature or ask for a 
demonstration. 


Mine Safety Appliances Company 
a et 201 North Braddock Avenue 


Pittsburgh 8, Pennsylvania 


financing. George Meany, president of AFL-CIO, 
said that labor would accept nothing less than social 
security financing and called for enactment of such 
legislation before Congress adjourned. Leonard W. 
Larson, M.D., president-elect of the American Medi- 
cal Association, stated that the majority of persons 
over the age of 65 do not want a government program 
of health care. Dr. Lason cited an independent nation- 
al survey showing a “vast majority” of the elderly 
favoring voluntary health programs and only 10 per 
cent supporting “compulsory plans”. 

The outcome of the Senate floor debate on health 
care for the aged gave ground to many speculations 
in mid-August. One prediction was that if the Senate 
did approve social security financing, if such legisla- 
tion won the sanction of a joint House-Senate con- 
ference, and if President Eisenhower then vetoed this 
legislation, Senate votes needed to override his veto 
would be very difficult to muster. 


Hospitals Share in New Grants 
for Health Research Facilities 


Approximately 36 per cent of new grants under 
the Health Research Facilities Program is going into 
hospital construction and equipment projects. The 
grants—the first to be made by the U.S. Public 
Health Service from fiscal year 1961 appropriations 
—total $21,987,153. Of this amount, $7,983,929 was 
earmarked for nonprofit hospitals and allied research 
institutions. 

A total of 66 new grants will help build and equip 
additional health research facilities in 55 institutions 
in 30 states. Nineteen of these grants are for hospital 
projects to be undertaken by 18 institutions in 11 
states. The rest of the funds have been allotted to 
universities, medical schools and specialized research 
centers. 


Declining Need of TB Facilities 
Prompts Study by Three Agencies 


-A six-member ad hoc committee to study the 
changing needs of facilities for tuberculosis patients 
has been created by the U.S. Public Health Service 
in cooperation with the American Hospital Associa- 
tion and the National Tuberculosis Association. Two 
main tasks have been assigned to the committee: 

1. To analyze data on the incidence and prevalence 
of tuberculosis and to study trends in the use of 
tuberculosis beds for the purpose of determining 
future needs for tuberculosis facilities. 

2. To develop principles to guide states and com- 
munities in the construction of new facilities and 
conversion of existing facilities no longer needed for 
treatment of the tuberculosis patients. 

The study was deemed necessary because improved 
treatment methods have shortened hospitalization 
stays for tuberculosis patients and, accordingly, have 
reduced the need for beds. 

John J. Bourke, M.D., has been named committee 
chairman. He is assistant commissioner, Division of 
Hospital Review and Planning, State Department of 
Health, Albany, N.Y. 
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Ged service and dict 


GUIDELINES 


FOR PLANNING NEW AND REMODELED 


KITCHENS 


The author’s discussion of planning 
institutional kitchens includes 10 basic 
rules for layout of new kitchens and 
practical pointers for evaluating and 
utilizing existing equipment in remod- 


eling projects. 


VERY FOOD service director will 
be responsible for the selec- 
tion and purchase of kitchen equip- 
ment some time during his career. 
This purchase may be as simple as 
choosing a paring knife or as com- 
plex as the total rehabilitation of 
an old dietary department or the 
construction of a new one. In each 
instance, careful consideration 
must be given to the proper selec- 
tion of items purchased. 


PLANNING NEW FACILITIES 
In planning a new food service 
department, the first step is to de- 


Arlene Wilson is consultant dietitian, 
Indiana State Department of Health, In- 
dianapolis. 
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(TOP) An existing door opening was used for the conveyor belt in this low cost cafeteria and 


dining room rehabilitation project. Portable tray and silverware dispenser and the portable 
dish dispenser facilitate handling of the clean dishes, trays and silverware. (BOTTOM) Iron pipes 
fitted with adjustable stainless steel bullet feet provide sanitary, inexpensive dish table legs. 


termine the needs of the operation. 
The hospital administrator, engi- 
neer and food service director 
work together and clearly define 
these needs. The number of pa- 
tients, staff and employees to be 


fed, the type of menu to be served 
and the type of service to be pro- 
vided are some of the important 
factors to be considered. Also, the 
amount of money available should 
be considered at the initial plan- 


4 
j 
& 
vy 
by ARLENE WILSON 
2 
ES - 4 


¥ 


ning stage, and every effort made to 
stay within the budgeted amounts. 


In the rehabilitation of any 
kitchen or food service depart- 
ment, it is necessary, for economic 
reasons, to evaluate existing equip- 
ment. Manufacturers of kitchen 
equipment do not offer a new 
model every year as do the manu- 
facturers of automobiles. Over a 
period of years, there are not likely 
to be radical changes in the design 
of most pieces of institutional 
equipment. Many times, existing 
equipment may be used as it is, or 
can be reconditioned or adapted to 
fit the new installation. All major 
equipment supplied by reputable 
dealers may be factory recondi- 


tioned. Very often this is profit- 


able; for example, old stainless 
steel counter tops may be refabri- 
cated for a new counter top ar- 
rangement. Then, too, existing dish 
tables may be made more efficient 
by the installation of a pre-rinse 
unit or sink. Drawers and casters 
may be added to existing tables. 
A range may be refinished or a 
stainless steel front added to im- 
prove its appearance. 

Walk-in refrigeration often can 
be modernized. For example, a 


_ brine system may be converted to 


a compressor system, or the walls 
of the refrigerator may be recon- 


* ditioned with a minimum of dif- 


ficulty by replacing or tiling the 
existing walls. 

Cafeteria counters can be ex- 
panded by the addition of new sec- 
tions. Cold pan sections added to 
an old cafeteria counter increase 
its usefulness. Overhead lighting 
for the hot food section of the 
cafeteria may be well worth the 
investment. 

Institutions sometimes reach the 
maximum load on their electrical 
supply. A conversion from one fuel 


source to another may be made by 


the factory and this often results 


- in the more efficient operation of 


a piece of equipment. 

Carts may be factory recondi- 
tioned and cleaned at less cost than 
if they were replaced. Heating 
units for food trucks can be fur- 
nished by the manufacturer. Of- 
tentimes doors of food carts are 
banged, bent and twisted. These 
doors can be removed and re- 
placed. 
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When food handling carts be- 
come unsightly, they can be placed 
in the storeroom for handling of 
materials. New hinges, hardware, 
casters or the addition of acces- 
sories, such as dish boxes, will 
extend the carts’ usefulness. 

The remaining useful life of a 
piece of equipment is an important 
factor when one is considering re- 
taining or replacing it. Obviously, 
an 18-year-old range with two or 
three remaining years of use should 
not be retained in a new installa- 
tion. However, a 9-year-old range 
which has been well maintained 
might be factory reconditioned 
and retained. 

Any piece of equipment that 
does not have the necessary sanita- 
tion features should not be re- 
tained. For example, a steam-jack- 
eted kettle might be in perfect 
condition but it should be judged 
unserviceable if it has an insani- 
tary draw-off valve. 

Any piece of equipment that re- 
quires tools for proper cleaning 
should be replaced. Older models 
of meat slicers and bread handling 
equipment are good examples of 
this type of equipment. Laminated 
wood table tops should be replaced 
with stainless steel tops which 
have cutting boards mounted on 
angle slides on the underside, The 
wooden boards can be replaced at 
a fraction of the cost which is re- 


quired to refinish a laminated wood © 


table top. 


Any equipment with open seams | 


and any which must be installed 
flush with the floor or wall should 
not be retained, because they are 
impossible to clean properly. Hoods 
without filters, refrigerators with- 
out adequate temperature control, 
and storage cabinets with one-half 
inch sliding door channels present 
problems of sanitation; these items 
should be replaced. 


How can a food service director 
find out about new equipment on 
the market? Visits to installations 
with a similar type food service, 
discussions with equipment deal- 
ers and equipment manufacturers, 
and careful study of equipment 
specifications are helpful. The oth- 
er team members—the administra- 
tor and engineer—also have good 
suggestions to offer. 

The money alloted will affect 


the amount and quality of equip- 
ment which can be purchased. It 
is always economical to purchase 
the best equipment that the budget 
will allow. 

The cost of maintaining and 
servicing a particular piece of 
equipment is as important as the 
original purchase price. The food 
service director should review the 
maintenance cost of the old equip- 
ment, and, if possible, check with 
other food operators on the annual 
repair and replacement expenses 
of the new equipment he is about 
to purchase. He should avoid those 
manufacturers who do not stand 
behind their merchandise. 

The food service director must 
also plan equipment-wise for ex- 
pansion. Careful study of multi- 
purpose equipment versus special- 
ized equipment should be made. 
For example, a mixer with vege- 
table attachments can adequately 
equip a small operation. When the 
operation expands and the need 
develops, a vegetable slicer and 
dicer can be added. Provision for 
adequate storage of food trucks, 
sufficient walk-in refrigeration and 
storeroom area must be made care- 
fully with space for expansion al- 
lotted. It might be mentioned here 
that there is a greater danger in 
overequipping a food facility than 
in underequipping it. 


KITCHEN LAYOUT 


Since the purpose of the kitchen 
is to prepare and distribute food, 
it should be arranged to form 
work-centers. These work-centers 
must be close to one another in 
order to facilitate the movement 
of food, but must be designed to 
avoid cross-traffic. 

A flow chart which diagrams the 
handling of food from the receiv- 
ing area to point of service is an 
aid in planning an efficient food 
service operation. Here are 10 
guide rules for planning new or 
remodeled kitchens with special 
emphasis on proximity of work- 
centers: 

1. Locate the kitchen near the 
service entrance. Provide a loading 
dock of proper height for truck 
deliveries. A roof over the loading 
dock to provide protection from 
the elements is a good investment. 

2. Place pre-preparation units 
close to preparation units. 

3. Arrange preparation units as 
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Another Modern School Speeds Food Service 


TOLEDO 


Floyd Winslow Grade School, Rush-Henrietta, N. Y. Architect: Benedict Ade, Rochester, N. Y. Toledo Installation by Main-Ford General Supply Co., 
Supervising Principal, John Parker; Cafeteria Director, Mrs. Kay Zoppoth. Rochester, N. Y. 


In public and private institutions the nation over— 
wherever groups must be fed efficiently and economically 
—you’ll find Toledos on the job. The new Floyd Winslow 
School in the Rush-Henrietta Central School System at 
Henrietta, N. Y., is a good example. Its forward-thinking 
planners designed this ultra-modern new school with the 
educational needs of tomorrow, as well as today, in mind 

. one of the many reasons why Toledo kitchen machines 
were selected. In the years ahead, the Floyd Winslow 
School cafeteria will continue to provide the same efficient 
food service its faculty and students enjoy today. 

Whether your volume requirements are large or small, 
Toledo’s wide line makes it easy to select the equipment 
that fits your needs. Let us show you the exceptional 
advantages of installing Toledos in your kitchen. Or write 
for Bulletin SD-3814— your guide to the latest in 
kitchen efficiency. 


Toledo Double-Action Peeler peels a full 30 Ib. charge 
in to 1% minutes. 


Teledo Conveyor Dishwasher with hail makes dishes and glassware sparkle. Tolede Disposer is heavy- = > ineered for long, 
Features exclusive Panoramic door. disposal of f free service . easy, sanitary 


of food wastes. 


TOLEDO 


Division of Toledo Scale Corporation * 245 Hollenbeck St., Rochester, N. Y. 


me fast. ‘trouble- thorough. dependable Powerful. heavy-duty 
nes t . 
design with fast, easy operation. Full on — on bo } Available in door designed. Outstandi 
ation. Easy to pon of sizes from disc and en ee counter, conveyor and in performance 
n rts tilt away % HP up to 3 HP waste. Portable rackless types. Ad- rance. andy 
or are remov- available in a vanced design, easy ol’ 
sharp- cone cleaning. HP to 25 
ng. gauge 


TODAY, MORE THAN EVER, IT PAYS TO GO TOLEDO ALL THE WAY! 
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close to one another as possible in 
order to facilitate the movement of 
food in an orderly fashion. 

4. Plan adequate refrigeration 
facilities adjacent to the delivery 
and preparation areas. 

5. Locate the cooking area close 
to the preparation area, with 
equipment arranged to minimize 
transportation and eliminate cross- 
traffic and needless lifting. 

6. Plan the pot-and-pan wash- 
ing area so that it is readily acces- 
sible to the cooking unit. Separate 
space should be provided for soiled 
utensil and clean utensil storage. 

7. Provide the kitchen with a 
day storage area which is well 
ventilated and provided with locks. 

8. Plan for an adequate number 
of service elevators close to the 
preparation and serving areas. 
These elevators should be large 
enough to accommodate food con- 
veyors. 

9. Provide office space for the die- 
tition in the food production area. 

10. Plan adequate ventilation, 
communication and lighting sys- 
tems for the entire department. 

Once the work-centers have been 


determined, the next step is to 
place equipment for maximum ef- 
ficiency. If mobile equipment is 
used, adequate aisle space must be 
provided to insure ease in move- 
ment of the equipment from one 
area to another. Mobile equipment 
also requires a uniform floor level 
throughout the food preparation, 
food production, refrigeration and 
receiving areas. 

The dietary department should 
apply the principles of automation, 
using labor-saving devices to in- 
crease food production at a re- 
duced cost. It might be well to 
consider the use of a portable 
mixer with flat beater adjacent to 
the steam-jacketed kettle for the 
preparation of mashed potatoes. 
Mixers should be located on re- 
cessed table tops for better work- 
ing height. 

Pan racks and dish storage racks, 
refrigerator shelving, ranges, deep 
fat fryers and similar pieces of 
equipment may be placed on cast- 
ers. (The casters must be large 
enough to handle the weight effi- 
ciently.) When the racks are load- 
ed with pans, they become quite 


heavy. Moreover, the racks should 
not be too long to insure ease of 
handling of loaded racks. 

After one has determined the 
needs of the food service, evalu- 
ated the existing equipment, de- 
cided on the new equipment to be 
purchased and planned the kitchen 
layout, one important step yet re- 
mains. This is to re-evaluate and 
decide if the project can be planned 
more efficiently and/or economic- 
ally. 

The use of the following check 
sheet can help the food service di- 
rector in evaluating such a layout 
and in reviewing equipment speci- 
fications: 

1. Food Service Director’s Office 

a) possible to supervise sur- 

rounding areas from the of- 
fice 

b) adequate size 

c) adequate ventilation and 

lighting 

d) equipped with intercommun- 

ication system 
2. Receiving Area 

a) protection from weather 

b) located near the storage area 

c) equipped with oversized de- 
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$45 for 5000 
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WONDERFUL NEW INSTANTS 


Flute dishes fast and fancy 
with masned potatoes 
made from Kraft instants. 


Make creamed sauces 
smooth, and quickly, 
with Kraft Super Instant 
Whole Milk Crystals. 


A sprinkle of onions 
(Kraft instants) peaks 
up this Chili Dog's flavor. 


to brighten your menu 
and lighten your labor 


2. Super Instant Dry Milk: 


1. Kraft Instant Potatoes 


Preparing mashed potatoes from 
Kraft’s Instants is fast and easy. 
Each batch is smooth, white, 
fluffy ... and stays that way on 
the steamtable. Taste? Just like 
fresh Idaho russets! Cost? About 
2.2¢ per 3-oz. portion. 

It takes little effort to fancy 
up a dish with a fluting of Kraft 
Instants so you can get a fancier 
price for it. The 6-lb. can makes 
150 servings. 


Kraft WHOLE Milk Crystals, and 
Kraft NONFAT Dry Milk Crystals 


Because Kraft’s new Dry Milk 
mixes faster, and tastes most like 
the fresh kind, you can use it for 
all your kitchen needs—at a sav- 
ing of from 40 to 70% over bulk 
milk. Choice of whole or nonfat! 

Both products are made by a 
special process . . . won't cake, 
lump or foam. Mix as needed. 
Saves refrigeration space. No 
worries about milk deliveries, 
running out, oversupply, or 
souring loss. Order from your 
Kraft salesman. 


3. Kraft Instant Onions 


Fry ‘em, cook ’em . . . smell ’em, 
taste "em .. . just like fresh! You 
get the flavor and texture of 
choice raw onions without the 
work or waste of peeling and 
slicing, and at 50% less cost. 

Available chopped or sliced, 1 
lb. Kraft Instant Onions equals 
8 lbs. of raw. Pour directly into 
soups, stews, gravies. For salads 
or burgers, soak briefly in water. 
They pan fry beautifully! 
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To spawn sales, 
try this club sandwich on your menu. Salmon salad is successfully 


CHEESE 
SANDWICHES 


add sales-zest to the menu 


When the photographer says “Cheese” he gets 
a smile. But on the menu, cheese signifies good- 
eating! It gets orders, as a Deep-South drive-in 
chain knows full well. On the menu in 31 
units, they offer burgers “lavished with melted 
cheese.” A 5-star attraction comes “loaded with 
cheese.” Take a tip from their success—“brag 
up” cheese sandwiches to your customers. 

You Save 3 Ways when you buy Kraft Ribbon 
Slices—the finest sandwich-ready form of pas- 
teurized process American cheese. (1) Quality 
is “tops,” (2) each slice is uniform, (3) portion- 
cost doesn’t vary. All these advantages without 
the expense and inevitable waste of on-premise 
slicing . .. The 3-lb. loaf gives you 48 1-oz. slices 
for sandwiches or 64 34-oz. cuts for burgers. 


layered with Ribbon Slices and crisp leaves of lettuce. 


For two-fisted appetites, oad a Kaiser rol! 
with lettuce, sliced Swiss Cheese, ham and 
sliced cheddar. Takes on all comers, from 
teens up. Serve with Kraft Mustard pack. 


Kraft’s Natural Swiss also comes sliced, with fresh- 
ness and sweet-nut flavor preserved in an airtight pack- 
age. Properly aged under precise quality contro! for °¥ 
perfect “eye formation.'’ 8 slices per 1-lb. package. : 
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livery doors 
3. Storage Area 
a) adequate in size 
b) security provisions (locks) 
c) adequate ventilation and 
lighting 
d) accessible to production area 
4. Refrigeration Facilities 
a) adequate size 
b) security provisions (locks) 
c) accessible to production and 
receiving areas 
5. Food Preparation Area 
a) 5-foot aisles for portable 
equipment 
b) adequate equipment as 
checked through menu 
c) minimum cross-traffic 
d) sufficient tables, sinks and 
garbage and trash grinders 
e) located close to distribution 
points to cafeteria and pa- 
tients’ floors 
6. Modified Diet Preparation 
a) located in main kitchen—not 
in an isolated area 
b) located close to distribution 
points 
7. Scullery 
a) located close to production 
area 
b) adequate space for storage of 


soiled and clean utensils 
c) adequate ventilation and 
lighting 
d) adequate storage area for 
supplies 
8. Dishwashing Area 
a) adequate ventilation and 
lighting 
b) adequate size 
c) sufficient garbage and trash 
grinders 
d) provision for hand-washing 
facilities 
e) located close to dining area 
9. Cart Washing 
a) sufficient space 
b) located near elevators and 
scullery 
c) adequate steam hose and 
floor drains 
10. Housekeeping 
a) adequate storage for supplies 
b) proper ventilation for wet 
mops 
c) adequate washing areas for 
cans 
d) adequate incinerators 
11. Employees Facilities 
a) hand-washing facilities 
b) adequate dressing rooms and 
lockers 
12. Fabricated Equipment 


a) made of new materials of the 
first grade 


b) meets National Sanitation 
Foundation standards 
13. Buy Out Equipment 
a) manufacturer’s name and 
latest model specified on each 
b) provision made for manu- 
facturer to furnish: 
(1) faucet for sinks 
(2) remote-controlled com- 
pressor on refrigerators 
(3) boosters with dishma- 
chines 
(4) solenoid valves with food 
grinders 
(5) thermometers with re- 
frigerators 
(6) fans for hoods 
(7) cords for toasters 
(8) backs on parts of equip- 
ment which are exposed 
(9) pot fillers for kettles and 
ranges 
(10) pans for cafeteria coun- 
ters 
(11) steam-reducing valves 
14. Source of Supply for: 
a) fans for hoods 
b) canopies for grills and urns 
and in the cooking and dish- 
washing areas 


USE OF FUNCTIONAL RECORDS 


Functional records make up the 
largest group of dietary records, 
consisting almost exclusively of 
forms. These records are used in 
the day-to-day activities of the 
dietary department. They are de- 
vices by which management seeks 
to simplify and standardize the 
recording, transmitting and report- 
ing of information. 

Good functional records will pro- 
mote better public relations, help 
increase food production, promote 
accuracy and economy, guarantee 
a smoother work flow and help to 
improve food service. 

Who of us has not heard the cry 
“too much paper work”! Although 
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IN PROGRAMING 


it takes a great many functional 
records to keep a dietary depart- 
ment operating, the important thing 
is to see that no unnecessary rec- 
ords are kept; that forms are so 
designed as to really simplify rec- 
ording of data and that they are 
reviewed periodically to keep them 
current and to avoid duplication, 
backtracking and overlapping. 


RECORDS CONCERNING PATIENTS 


Functional records may be clas- 
sified into seven groups or areas of 
hospital operation: patients, per- 
sonnel, production, procurement 
and storage, equipment, cost ac- 
counting, and safety and sanita- 


tion. (See Chart I, p. 88) 

In hospitals where a menu is 
presented to patients, this menu is 
one of the dietary department’s 
most important records because of 
its great public relations impact. 
The impression created by this 
piece of paper which is often the 
first contact that the dietary de- 
partment has with a new patient 
is tremendously important. 

Only a few hospitals can afford 
commercial printing of their menus. 
Therefore, typewritten, dittoed or 
mimeographed menus must be per- 
fectly typed, correctly spelled, and 
free from carbon smudges. They 
must be easy to read with plenty 
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of white spaces between lines and 
on the sides. They should also be 
written in a manner that can be 
easily understood by the patient. 

Another interesting new func- 
tional record concerning patients 


- was developed recently at Monte- 


fiore Hospital, New York. It is a 
multicopy diet order sheet with 
carbons interleaved. 

The hospital was particularly 
concerned with the problem of 
communication between nursing 
and dietary departments. Previ- 
ously the nursing department 
would originate a diet order sheet 
prepared in duplicate on which 
dietary orders and changes were 
recorded by the nurse. The original 


was picked up three times a day 


by the floor dietitian, and the car- 
bon copy remained at the nurses’ 
station. This procedure was a con- 
stant source of difficulties due in 
part to poor communication, 
changes in shifts, loss of one of the 
sheets, and general omissions. 
Several meetings were held for 
dietary and nursing staffs and 
finally the head therapeutic dieti- 
tian developed a new form called 
“consolidated daily diet report.”’ 
This form is printed with three 


carbons interleaved. The form has 
columns for the patient’s name, 


room number, transfer, delay, 
N.P.O., etc. The top sheet of the 
set covers breakfast and is picked 
up at the nurses’ station by the 
dietitian at 7 a.m. The second copy 
is for lunch and is picked up at 11 
a.m. The third copy covers dinner 
and is picked up at 4 p.m. The 
fourth copy remains at the nurses’ 
station as a continuous record for 
the three meals served. In other 
words, the last or file copy shows 


the exact record of the consolidated 


orders for the day’s meals. Each of 
the four sheets in the set is a dif- 
ferent color. 


PRODUCTION RECORDS 

Every food service director has 
had his share of requests for cater- 
ing special dinners, luncheons, teas, 
etc., as well as requests for food 
issues to laboratories and other 
units of the hospital not directly 
involved with patient, employee or 


staff feeding. 


Where this is the case, it is im- 
portant that a proper record of the 
issue be made, so that the cost of 


these extracurricular activities can 
be determined exactly. All too 
often, such expenses are not prop- 
erly credited to the dietary depart- 
ment resulting in inflated food cost 
and labor figures. With the assist- 
ance of the accounting department 
at Montefiore Hospital, a requisi- 
tioning system was set up to allo- 
cate costs properly debiting the 
respective funds and crediting the 
dietary department. 


PROCUREMENT, STORAGE RECORDS 


Even if a hospital is fortunate 
enough to do its buying of perisha- 
bles at the market, it is an excel- 
lent idea to obtain prices by tele- 
phone prior to the trip to market. 

It is very helpful to obtain price 
quotations not only for the items 
to be purchased but also for items 
not intended for purchase. In this 
manner, one can readily see what 
is in good supply, what items are 
scarce and thus get a picture of the 
general market situation. The mar- 
ket quotation sheet, therefore, be- 
comes an important tool in menu 
planning. 

In hospitals where purchasing of 
perishables is done by the pur- 
chasing department rather than by 
the dietary department, it is of 


prime importance that the dietary 
department be furnished regularly 
with a copy of the market quota- 
tion sheet. As a matter of fact, 
under good accounting procedures, 
a copy is also furnished to the 
accounting department for com- 
parison of prices on invoices. 

Next to menu planning, produc- 
tion and storeroom control, the 
factor that most adversely af- 
fects food costs is careless receiv- 
ing procedures. All food products 
should be checked by the receiving 
clerk for net weight and/or count 
and by a representative of the di- 
etary department for quality. 

Scales that imprint the exact 
weight are a great help to the 
receiving clerk. As dietary admin- 
istrators, food service directors 
should make sure that all goods 
received are properly recorded and 
that proof of receipt is furnished 
to the accounting department. 

Assuming that goods are proper- 
ly received and stored, it becomes 
imperative to have good storeroom 
controls in order to prevent possi- 
ble losses. 

Unauthorized persons should 
never be allowed in the storeroom. 
The storeroom should always be 
locked when the storekeeper is not 
present and absolutely nothing 


1. PATIENTS: 
a) Diet Record Card 
b) Progress Chart 
c) Diet Order Sheet 
d) Tray Cord 
e) Daily Menus 
f) Nourishment List 
g) Diet Instruction Sheet 
h) Patients’ Surveys 


2. PERSONNEL: 

a) Requisition for Recruitment 
b) Application Form 

c) Induction Form 

d) Employee Personnel Card 
e) Evaluation of Performance 
f) Change in Position Form 
g) Change in Salary Form 

h) Time Card—tTime Sheet 

i) Payroll Sheet 

ij) Overtime Report 

k) Notice of Sick Employee 

1) Employees’ Conduct Report 
m) Separation & Clearance Sheet 


3. PRODUCTION: 
a) Food Tally Reports 
b) Production Order Sheet 
c) Production Report 
d) Leftover Report 
e) Spoilage Report 
f) Food Transfer Memorandum 
g) Special Party Report 


Chart I—Functional Records, Montefiore Hospital, New York 
4. 


PROCUREMENT AND STORAGE: 
a) Inventory Records 
b) Market Lists 
c) Market Quotation Sheet (Perish- 
ables) 
d) Request for Quotations (Staples) 
e) Purchase Requisition 
f) Purchase Order Form 
g) Backorder Form 
h) Receiving Log 
i) Order Tracer Form 
j) Change Order Form 
k) Returned Merchandise Memo 
1) Purchase Record Card 
m) Contract Record 
n) Returnable Container List 
©) Storeroom Requisition 
p) Production Unit Requisition 
a) Perpetual Inventory Record 


EQUIPMENT: 

a) Repair Request Form 

b) Preventive Maintenance Schedules 
c) Service Record Card 


COST ACCOUNTING: 
a) Food Ledger 

b) Daily Expense Sheet 
c) Daily Cost Report 


SAFETY AND SANITATION: 

a) Fire Prevention Instruction Sheet 
b) Accident Report 

c) Inspection Report 

d) Cleaning Instructions 

e) Cleaning Request Form 
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SAVE WORK 


with Keyes Chinet?®... 
the finest in disposable 
paper plates 


When your food service operation utilizes 
Chinet molded paper plates you end the prob- 
lem and expense of obtaining, training and 
supervising dishwashing help. You also solve 
sanitation problems, the initial and replace- 
ment costs of expensive tableware and the 
need for elaborate dishwashing equipment. 

Paper plates are silent — don’t rattle, are 
lighter — easier to carry. Because they’re steri- 
lized in manufacture, they’re ideal for isolation 
wards. Together with Kys-Ite® serving trays, 
they brighten and lighten your food serv- 
ice operation. Kys-Ite trays are guaranteed 
against warpage...come in glamorous deco- 
rator designs and striking solid colors. 


It's easy to see the Superiority of Chinet Plates 
> Chinet® Molded 


Molded from pulp... at high 


heat for permanent shape 
and strength. 


Won’t buckle ... retains 
molded sha even under 
heavy food load. 


Mall This Coupon for Complete Detalis 


Please send me complete details on Keyes 
Chinet® plates and Kys-Ite® Serving ‘Trays. 


Name 


Position 


Hospital 
Street. 
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should be issued without a proper- 
ly signed requisition. In this way 
there will always be an accurate 
record of what was actually issued 
and to which unit. 

Preprinted requisitions listing 
items issued daily will save time 
in writing. 

The daily food control report 
gives an approximate picture of 


the dietary operation on a day-to- 
day basis and shows the food cost 
per meal or per capita for each 
day as well as the cumulative costs 
to date, thus enabling the dietary 
administrator to remedy weak- 
nesses of operation which may oc- 
cur in the form of unusually high 
figures. 

With this method something can 


NOTES AND COMMENT 


Three ways to use fish and seafood 


With National Fish and Seafood Week approaching (October 17-23), 
menu suggestions using seafood may be of interest to hospital food serv- 
ice directors who may be looking for additional ways to present fish and 
seafood to patients and personnel. Here are three: 

Designed for personnel cafeterias, the twin “fish-wich” calls for two 3 


TWIN 
FISH-WICH 


BREADED FISH 
TOPPED WITH CREAM OF MUSHROOM SOUP 


HOSPITALS, J.A.H.A. 


be done before the end of the 
month to reduce high figures and 
arrive at a sound end-of-the- 
month food cost per capita through 
effective means of analysis and 
control.—J. W. BLOCK, assistant to 
the director of Montefiore Hospital, 
New York, in charge of the owe? 
tal’s food service. 


oz. breaded fish portions, lettuce 
and tartar sauce on a double-deck 
bun. (See photo below) 

The second suggestion calls for 
a jumbo 5-1/3 oz. fish portion 
topped with cream of mushroom 
soup. The soup concentrate (un- 
diluted) is simply heated and 
poured over the portion. (See 
photo) 

The plate of fried scallops shown 
below features scallops that are 
frozen into blocks, cut into uni- 
form portions, lightly breaded and 
packaged. Although uniform when 
frozen, scallops shapes have a 
slight variation to present a natural 
appearance on the plate. These 
scallops help to answer the por- 
tion and cost control problem. #8 


FRIED SCALLOPS 
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/ Institutional Bulk Feeder 
on" Serves up to 300 Meals per Load! 


Model ALS-4802X serves 125 


See Blickman’s Revolution in Hospital 
Feeding— American Dietetic Associa- 
tion Show—Cleveland, Oct. 18, 19, 
20—Booths 518 & 520. 


Blickman-Built 


Look for this symbo!i of quality 
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Mode! ALS-9604X serves 300 


Check these features...each gives you important benefits! 


STEEL, one-piece seamless construction 
with all edges rounded and all interior 
corners of wells coved. Eliminates knife 
scraping. Smooth surfaces are easily 
cleaned. 


FLEXIBLE TOP DECK accepts full comple- 
ment of square and rectangular, inter- 
changeable insets, up to 6” deep*—lets 
you choose the top deck arrangement 
you need. 


DROP-TYPE STAINLESS STEEL SHELVES for con- 
venient, easy tray assembly on large 
“counter” areas. Fold neatly when not 
in use, 


LOWER STORAGE COMPARTMENTS ELECTRI- 
CALLY HEATED and operated by toggle 
switch and pilot light on control panel. 
One compartment left unheated for 
greater versatility. Each compartment 
accepts 12” x 20” pans, up to 6” deep. 


COMPARTMENTS ARE FITTED WITH DOUBLE 
WALLED, INSULATED DOORS, hung on con- 
tinuous piano hinges, spring actuated, 
with finger-tip release latches. 


J 


A TOP DECK OF HEAVY GAUGE STAINLESS F TOP DECK HEATED WITH HI-FLO THERMO- 


STATICALLY CONTROLLED HEATERS for 
quicker, more uniform heating. 


FOUR STAINLESS STEEL RUBBER TIRED, BAILIL- 
BEARING EQUIPPED 8” CASTERS (2 station- 
ary and 2 swivel-type)—provide quiet, 
easy maneuverability, and maximum 
durability. 


EXCLUSIVE BLICKMAN COVED CORNER CON- 
STRUCTION THROUGHOUT—provides a 
smooth coved interior surface for easy 
cleaning. 


STURDY REMOVABLE STAINLESS STEEL PAN 
RACKS. Racks come out easily (no tools) 
leaving smooth interior for quick, easy 
cleaning. Pan slides are set to accom- 
modate up to 6” deep pans.* 


REPLACEABLE CONTINUOUS RUBBER BUMPER 
is set in heavy stainless steel channel, 
fully encircling the conveyor — gives 
greater impact protection. Will not mar 
walls, 


STAINLESS STEEL PUSH HANDLES mounted on 
stainless steel brackets, and protected 
by large donut type rubber bumpers— 
gives greater impact protection. Will 
not mar walls. 

*Insets and pans available at extra cost. 


Approved by National Sanitation Foundation 


Now being used in large public institutions. Bulk feeder line consists of three 
standard capacities to suit your needs: 300, 200 or 125 meals. Or Blickman 
can build to meet specific requirements. For name and address of representa- 
tive in your area and full information, write S. Blickman, Inc., 3809 Gregory 


Avenue, Weehawken, New Jersey. 


BLICKMAN 


FOOD SERVICE EQUIPMENT 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Right to Copy Medical Records 


The information contained in hospital medical rec- 
ords is essential for the successful processing of some 
legal proceedings and insurance claims. The record 
itself is the physical property of the hospital and may 
be withheld from examination by outsiders until : 
subpoena is issued. Of course, most hospitals have 
developed rules for routine disclosure of medical 
record information. Occasionally, a patient or his 
representative is dissatisfied with the hospital’s rules 
and seeks redress in court. A number of such cases 
have been litigated of late. 

A New York trial court underscored the legal 
position of the hospital in Diaz v. Heller (Sup. Ct. 
N.Y. Co., Sp. and Tr. Term, reported in New York 
Law Journal, Oct. 16, 1959). A law suit was filed 
on behalf of an infant against a wrongdoer, not the 
hospital. The defendant sought a copy of the child’s 
hospital records to assist in the preparation of his 
defense. Although the child’s representatives author- 


ized defendant’s access to the medical records, the 


hospital chose not to comply. 

The court agreed that the hospital need not open 
its records involuntarily until such time as the court 
approves the issuing of a subpoena to bring in the 
records for examination and copying. Until such 
time as the defendant obtains court sanction through 
the subpoena process, the hospital was within its 
rights in withholding the requested information. 

When the patient goes through the trouble of pe- 


| titioning a court to order the hospital to open its 


medical records, he usually achieves his purpose. In 
Wallace v. University Hospitals of Cleveland, 164 N.E. 
2d 917 (Ohio, 1959), the petitioner sought an injunc- 
tion to compel the hospital to provide a copy of her 
medical record to her designated agents. The court, 
in granting the injunction, said: 
“‘(I)t is true that the original hospital records are 
the property of the hospital . . . However, it is 
also true that a patient has a property right in the 
information contained in the record and as such 
is entitled to a copy of it... (A)ccess to these 
records might at some time be a decisive factor 
in her future medical treatment... and... the 
record can illuminate the question of damage in 
a pending claim.” 


STATUTORY RIGHT TO RECORDS 


A new statute in Wisconsin gives to the patient, or 
a person authorized by the patient, the right to in- 
spect and copy his hospital medical records pertain- 
ing to treatment. Those who deny the request for 
information authorized by this law may be ordered 
to pay for the expenses incurred in obtaining the 
data, including attorneys fees of up to $50 plus court 
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costs. Prior to any judicial test of the statute’s mean- 
ing, representatives of the affected groups have gath- 
ered to study the act and to inform their members of 
the proper procedure to follow in handling requests 
for medical record information. Four other states 
also have legislation authorizing medical record dis- 
closures under special circumstances. 

Although most hospitals ask the attending physi- 
cian whether he has any objections to the release of 
medical record information, this is more of a courtesy 
than a requirement. The physician does not have the 
legal standing to prevent disclosure. A New York 
court has confirmed this position in Adler v. Horace 
Harding Hospital (Sup. Ct. Kings Co., Sp. Term, 
reported in New York Law Journal, May 4, 1959). 

A hysterectomy had been performed and the pa- 
tient, through her representatives, requested a copy 
of the hospital’s medical records. These were with- 
held because of objections on the part of the surgeon, 
the pathologist and the anesthesiologist. Subsequently, 
the patient went to court and moved for an order 
compelling the hospital to allow copying of the rec- 
ords despite the physicians’ objections. 


PHYSICIANS CAN’T STOP DISCLOSURE 


In granting the motion the court commented: 
“She (the patient) has an absolute right to a 
transcript of hospital records of her treatment 
.. . The objection that . . . these ‘hospital rec- 
ords are confidential and require consent of both 
doctor and patient before the waiver of privilege 
takes place’ is wholly without merit. The privi- 
lege is that of the patient and not that of the 
treating physicians. The law is designed to pre- 
vent the disclosure of confidential information 
received by them from or learned about the pa- 
tient in the course of their treatment of him, but 
not to prevent or prohibit the patient from ob- 
taining the disclosure of information with regard 
to the treatment of the said patient.” 


Responsibility for Hospital Employee’s Error 


In the concern for determining the liability of hos- 
pitals for negligence of their employees, the legal 
responsibility of the employee is often ignored. It 
is basic law that the individual is personally liable 
for his own negligence even though his employer may 
also suffer vicarious liability for the same misdeed. 
In the hospital situation, large judgments are not 
often assessed against hospital personnel, but the 
possibility does exist. 

Rodriquez v. Bronx Hospital (City Court, Bronx 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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County, Sp. Term, reported in New York Law 
Journal for Dec. 17, 1958, p. 13), emphasizes this 
principle. The plaintiff was an obstetrical patient 
who chose to sue the physician rather than his hos- 
pital employer. The doctor sought to bring the hospi- 
tal into the suit as a codefendant. The court would 
not permit this because there was no showing of 
hospital negligence other than the doctor’s alleged 
malpractice, and the hospital had not agreed to in- 
demnify the doctor should he suffer an adverse per- 
sonal judgment. Said the judge: . 

“Here the physician himself made the delivery 

and thus an act of misfeasance is attributed to 

him. As an employee he is liable for ‘his own 
tortious act’, even though at the time he was en- 
gaged in the work of his employer.” 

The court also pointed out that any liability of the 
hospital in this case would be because of “respondeat 
superior” (vicarious liability of the master). If there 
were no other acts of hospital negligence, the hospi- 
tal could sue its employee and recover any judgment 
which the hospital had to pay because of his error. 


When the charity institution enjoys immunity from 
liability for negligence, there can be no respondeat 
superior, but the negligent employee may be held 
liable by the injured party for the employee’s own 
deeds. A Kentucky case involving a fireman tested 
this point as a constitutional question. Happy v. 
Erwin, 330 S.W. 2d 412 (Ky. App., 1960). 

A city fire truck struck the plaintiffs, but the city 
was immune from tort liability. By statute the em- 
ployees of the city were also granted immunity, but 
this provision was declared unconstitutional. At the 
time the Kentucky Constitution was adopted, charit- 
able and governmental immunity was already recog- 
nized. But individuals were liable then, and the Con- 
stitution was intended to preserve the existing rights 
of aggrieved persons. This the court held to mean 
that government employees are personally liable 
for their torts and no statute may relieve them of 
the responsibility. So the suit continued against indi- 
vidual firemen, complaining of acts they had com- 
mitted while performing their official duty. 

Who pays for the negligent mistake of a hospital 
resident? If not the resident himself, it must be 
either the hospital (if not immune), the attending 
physician, or both. A trial court in New York did 
hold both hospital and attending physician for the 
resident’s negligence. The appellate court freed the 
attending doctor of responsibility, though, and left the 
hospital to pay the judgment. The jury’s verdict of 
$22,500 was reduced by the appeals judge to $17,500 
under threat of ordering a new trial of the case 
against the hospital. 

The opinion notes the absence of evidence of mal- 
practice by the attending surgeon. He relied upon 
the ability of the resident to insert the needle and 
administer a drug intravenously. It was the resi- 
dent’s error which allowed the medication to infil- 
trate into the patient’s tissues. The surgeon “had the 
right to rely upon the competency of the hospital 
staff, particularly that of the resident physician. . .” 
Consequently, the resident’s malpractice was at- 


SEPTEMBER |, 1960, VOL. 34 


tributed to the proprietary hospital defendant alone. 
Baidach v. Togut, 190 N.Y.S. 2d 120 (1959). 


Handwriting on the Wall? 


Appellate courts generally prefer to restrict their 
decisions to the narrowest point of law presented in 
a case. Consequently, there is often conjecture as to 
the full import of a new principle proclaimed in an 
opinion. Sometimes it is not known whether a point 
of law in the field of charities applies to all non- 
profit organizations or just to the kind involved in 
the litigation, or whether a newly declared liability 
status has retrospective effect or is only prospective. 

In Ohio, establishment of liability of nonprofit hos- 
pitals was later determined to apply only to hospitals 
and not to the YMCA and similar nonhospital chari- 
table activities. ( HOSPITALS, J.A.H.A., July 1, 1960, 
p. 122.) 

In Illinois, a decision, reversing a long-standing 
precedent and holding school districts liable for the 
negligence of their employees, was given prospective 
effect as specified by the court, but the child on whose 
behalf the test suit was brought was allowed to re- 
cover damages on a retroactive basis. All others would 
have to base their suits only upon injuries received 
after the date of the Illinois Supreme Court decision, 
however. A hospital district already has been de- 
clared subject to tort liability in Illinois based on the 
school board case. (HOSPITALS, J.A.H.A., June 1, 1960, 
p. 82.) 


SUPREME COURT DENIES HEARING 


The key decision in the school board matter as re- 
ported in MOSPITALS, J.A.H.A., Sept. 1, 1959, p. 154, 
was subsequently appealed to the United States Su- 
preme Court. A constitutional question was proposed 
regarding the validity of application of liability only 
prospectively, except in the one instance of the liti- 
gants. The highest court refused to hear the appeal, 
thus affirming the state supreme court position. Moli- 
tor v. Kaneland, 28 Law Week 3325, cert. denied, May 
2, 1960. The result is the approval of a practical ap- 
proach to a difficult problem, although a hardship on 
the first school board defendant. Given fair warning, 
the other affected school districts could purchase in- 
surance to protect against a risk which they could 
not be certain existed prior to the court’s reversal 
of precedent. 

The Illinois legislature responded to the plight of 
school districts and other charities caught unawares 
by the court action. In July 1959, statutes became 
effective which granted tort immunity to park dis- 
tricts, counties, forest preserve districts, the Chicago 
Park District, and gave limited immunity from tort 
liability to school districts and nonprofit private 
schools. No legislation referred to nonprofit private 
(nongovernmental) hospitals, however. Those respon- 
sible for these institutions now wonder whether the 
principle of the school district case, Molitor v. Kane- 
land Community Unit District No. 302, 163 N.E. 2d 
89 (Ill., 1959), will be extended to cover voluntary 
nonprofit hospitals, and, if so, whether the liability 
status will apply retroactively to the defendant in 
the test case, or perhaps for all such hospitals. 
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THE U. S. GOVERNMENT DOES NOT PAY FOR THIS ADVERTISEMENT. THE TREASURY DEPARTMENT THANKS, FOR THEIR PATRIOTISM, THE ADVERTISING COUNCIL AND THE DONOR ABOVE. 


“When you put in 
the Payroll 
Savings Plan... 


id le complain about being solicited?” 
your peop p g 
7 = “Definitely not, Art. Of course we didn’t allow our person- 


to-person talks with employees to approach ‘pressure.’ We 
invited our staff members to share in the convenience, 
sound thrift and personal satisfaction of this plan for in- 
vesting in U.S. Savings Bonds. 


“Actually, most of our people took it as a compliment, 
and I am sure many of them enjoyed the secure feeling of 
‘belonging’ to the organization which this plan gives them.” 


If your Company has not installed a Payroll Savings Plan 
as yet, or if you would like to have a greater participation in 
your organization, contact your State Savings Bonds Direc- 
tor. He is an expert in helping you present this sound, sys- 
tematic saving plan to your people as a privilege they are 
entitled to share. They'll be proud to become shareholders 
in America. You'll be proud, too. 


Journal of the 
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NEWS 


Fingerprinting Program 
Aided by Hospital Council 


Fingerprinting of hospital em- 
ployees is being encouraged in 
western New York by a program 
of the Western New York Hospital 
Council. Permissive legislation pro- 
viding for such fingerprinting was 
enacted by the state legislature in 
March 1958. The pertinent section 
of the labor law states in part that 
hospital boards “may, as a condi- 
tion of securing employment or of 
continuing employment, require 
that all of its employees be finger- 
printed.” 

In implementing this legislation, 
the Western New York Hospital 
Council obtained the cooperation 
of the Federal Bureau of Investi- 
gation and of local law enforce- 
ment agencies. To. encourage hos- 
pitals to adopt fingerprinting of 
employees, the council itself is 
handling much of the work en- 
tailed. 

Arrangements for instruction of 
hospital personnel assigned to han- 
dle the print-taking have been 
made with the local bureau of 
criminal identification. The hospi- 
tal council makes appointments 
for hospitals interested in obtain- 
ing instruction for their employees. 
The council also supplies two kinds 
of forms, or cards, to member hos- 
pitals; it accepts the completed 
forms and then forwards them to 
the sheriff’s office, which in turn 
sends them to the FBI in Wash- 
ington, D.C. The council maintains 
a file of cards on which a reply is 
pending and reports to hospitals 
on the results of the FBI checks. 
It also maintains a central records 
file for cross reference purposes. 
The central file is intended to 
avoid duplication of effort in the 
event an employee changes posi- 
tions in the council’s area after a 
check had already been made ” 
him. 


Study Shows Aged Favor 
Voluntary Health Insurance 


The majority of the aged do not 
lack needed medical care; further- 
more, they believe that their health 
care needs should be financed 
through voluntary programs. 
These were among the conclusions 
reached in a national survey con- 
ducted by the Department of Soci- 
ology and Anthropology of Emory 
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University, Atlanta, Ga., with the 
cooperation of sociologists affiliated 
with other universities and col- 
leges. Results of the 1500 personal 
interviews that served as the basis 
of the study were announced last 
month by the American Medical 
Association. 

Leonard W. Larson, M.D., presi- 
dent-elect of the AMA, stated the 
study demonstrated that— 

@® 61 per cent of persons 65 and 
over consider their health good; 
29 per cent believe it is fair; 10 
per cent think it is poor. 

@90 per cent have no unmet 
medical needs. 

@60 per cent are covered by 
private voluntary health insurance. 

Dr. Larson also reported that of 
the persons interviewed, 60 per 
cent said that if they sold every- 
thing they owned and paid all their 
outstanding bills, they would have 
more than $7500 left. 

The following question was 
asked in the course of the inter- 
views: “As you know, some peo- 
ple had not enrolled in a medical 
insurance plan, such as Blue Cross 
or Blue Shield, before they became 
65 years old. What do you think 
would help such a person most?” 

® 36 per cent said that for those 
who want it the federal govern- 
ment should set up an insurance 
plan. 

@ 26 per cent said persons over 
65 should be allowed to enroll in 
insurance or prepayment plans. 

® 16 per cent said a new private 


medical insurance plan should be 
established for persons over 65. 

@ 10 per cent expressed a pref- 
erence for a compulsory federal 
insurance plan. 

@ 12 per cent had no opinions. ® 


Indiana Hospitals Polled 
on Personnel Policies 


Personnel policies of Indiana 
hospitals were reflected in a re- 
cent survey conducted by the In- 
diana Hospital Association. A brief 
summary of the survey results, 
released by the association, states 
that— 

@ 93 per cent of reporting hospi- 
tals give their employees both sick 
leaves and paid vacations and 97 
per cent pay for legal holidays. 

@® A number of hospitals have 
introduced personnel policy im- 
provements since last September: 
4 per cent introduced complete 
paid vacation and paid holiday 
programs; 10 per cent inaugurated 
sick leave policies. 

@® Grievance procedures are in 
effect at 52 per cent of the report- 
ing hospitals; 22 per cent of them 
introduced these procedures $ since 
last September. 

@ Approximately 70 per cent of 
the hospitals have increased their 
wages since September, and nearly 
70 per cent plan to put through 
wage increases during the coming 
year. 

The association commented that 
only a small percentage of Indiana 


IN TORRANCE, CALIF., construction will soon begin on the $11.6 million Los Angeles County 


Harbor General Hospital and Ovtpatient Clinic. 


The main eight-story building containing 615 


beds will be flanked by a two-story wing housing laboratories and an ovtpatient clinic. To 
avoid extreme heat and light, patient rooms will be located only along the north and south 
walls. A nine-room surgical suite and a diagnostic radiology suite will occupy the second 
floor. The radiotherapy and radioisotope departments and the central kitchen will be on the 
basement level. A branch of the Los Angeles County Library will occupy part of the laboratory 
wing. A 1000-automobile parking area will adjoin the hospital on three sides. 
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hospitals have neither reached nor 
established a $1 an hour minimum 
wage goal. The findings were 
,based on returns from 73 — 
‘pitals. 


R.N.’s Asked to Help Write 
History of Army Nurse Corps 


Aid in the preparation of the 
history of the United States Army 
Nurse Corps is being enlisted by 
the Historical Unit, U.S. Army 
Medical Service. The unit has asked 
that present and former members 
of the Army Nurse Corps, and other 
registered nurses who served with 
the armed forces or the Air Force 
Nurse Corps, render assistance in 
the preparation of the historical 
work by furnishing materials of 
historical nature. 

Records or articles of profes- 


sional and scientific significance, 


personal letters, journals, speeches 


‘and photographs which relate to 


the activities of the Army Nurse 
Corps are sought by the editors. 
Persons who possess such materi- 


als are asked to send them to: Di- 
rector, Historical Unit, USAMEDS, 
Forest Glen Section, WRAMC, 
Washington 12, D.C. 

Contributed material will be re- 
turned on request of the owner, 
after duplication. 


Irene Miller Named Director 
of NLN Careers Committee 


Irene Burns Miller has been 
named program director of the 
Committee on Careers, National 
League for Nursing, New York. 
She succeeds Mrs. Florence S. 
Burns, who retired August 1. 

Mrs. Miller has been a member 
of the NLN committee’s staff for 
the past eight years, serving as 
western field consultant for the 
national nurse recruitment pro- 
gram. Before joining NLN, Mrs. 
Miller was New York director for 
the American Association for the 
United Nations. She attended the 
Graduate School of Social Work 
of the University of 
Seattle. . 


1960 hospital administrative residents 


Following is a listing of students who have completed their classroom 
work in hospital administration and have been assigned to residencies. 
This is a continuation of a listing begun in the July 1 issue of this Journal. 


Program director: Walter J. 
McNerney 


BERGMAN, John H., to George R. 
Wren, director, Aultman Hospital, 
Canton, Ohio. 

BooTtu, John C., to Richard Blais- 
dell, administrator, Peninsula Hos- 
pital, Burlingame, Calif. 

CasE, Alan R., to Stanley R. 


Nelson, administrator, Parkview 
Memorial Hospital, Ft. Wayne, Ind. 
COLES, Thomas B. Jr., to Roger 


W. DeBusk, M.D., director, Grace 
Hospital, Detroit. 

DERZON, Gordon M., to Joseph V. 
Terenzio, director, Brooklyn 
(N.Y.) Hospital. 

DOWNER, William J. Jr., to Ron- 
ald D. Yaw, director, Blodgett Me- 
morial Hospital, Grand Rapids, 
Mich. 

FITZGERALD, James P., to Owen 
R. Pinkerman, director, William 
Beaumont Hospital, Royal Oak, 
Mich. 

HUNTER, David M., to George E. 


UNIVERSITY OF MICHIGAN residents are (from left) front row: Clive R. Waxman Jr.; David 
M. Hunter; Gerard F. Odenweller; Sister Mary Marcia; Alan R. Case; Gordon M. Derzon; 
William J. Downer; Robert W. Spencer. Second row: Walter J. McNerney (program director); 
John C. Booth; John H. Bergman; John C. Newton; Hubert D. Sycamore; Thomas B. Coles Jr.; 
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_ James P. Fitzgerald; James S. Urda; Edward J. Connors (assistant professor). 


Cartmill, director, Harper Hospi- 
tal, Detroit. 

SISTER MARY MARCIA, to Sister 
Mary Leonette, administrator, St. 
Joseph’s Hospital, Ann Arbor, 
Mich. (first seven months); then 
to Sister Mary Maurita, adminis- 
trator, St. Mary’s Hospital, Grand 
Rapids, Mich. 

NEwtTon, John C., to Russell A. 
Nelson, M.D., director, Johns =e 
kins Hospital, Baltimore. 

ODENWELLER, Gerard F., to 
Franklin D. Carr, administrator, 
Detroit Memorial Hospital. 

SPENCER, Robert W., to A. C. 
Kerlikowske, M.D., director, Uni- 
versity Hospital, Ann Arbor, Mich. 

SYCAMORE, Hubert D., to Robert 
D. Lowry, executive director, New 
England Deaconess Hospital, Bos- 
ton. 

UrDA, James S., to R. R. Griffith, 
director, Delaware Hospital, Wil- 
mington, Del. 

WAXMAN, Clive R. Jr., to Hugo 
V. Hullerman, M.D., executive vice 
president, Children’s Hospital, De- 
troit. 


Association section 
(Continued from page 47) 


for a hearing before denial, revo- 
cation or failure to renew a license 
to operate a hospital becomes ef- 
fective; that a detailed procedure 
for appealing an adverse decision 
of the licensing agency is deline- 
ated. 

12. The advisory committee on 
hospital licensing should be ad- 
visory to the director of the hos- 
pital licensing agency rather than 
to the specific bureau carrying out 
the licensing program. The ad- 
visory committee should review 
proposed regulations and recom- 
mendations for denial or revoca- 
tion of licenses. Its members should 
be appointed for specific terms, 
and should be in sufficient number 
to embrace primary interest groups 
but not so many as to endanger 
interest and efficiency; its meet- 
ings should be held at least semi- 
annually and should be called 
with adequate notice to all groups 
having a potential interest in the 
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program, with encouragement to 
attend. 

13. In the interest of good pro- 
gram administration, detailed rec- 
ords of staff time should be main- 
tained for types of activities, such 
as inspection (initial follow-up 
routine), education and consulta- 
tion, and related items (investiga- 
tion of applicants, plan review, 
planning liaison, and issuance of 
licenses). 

14. The licensing agency should 
evaluate its program periodically 
to determine whether essential ac- 
tivities are being performed ade- 
quately; whether sufficient em- 
phasis is given to enforcement 
through educational and consulta- 
tive activities; whether authority 
and procedures are adequate for 
screening applications for all 
types of institutional licenses; and 
whether office procedures can be 
revised to improve operational 
efficiency. 


Hospital association meetings 
(Continued from page 6) 


31-Nov. 3 American Public Health Associa- 
tion, San Francisco (Civic Center) 

31-Nov. 4 Staffing Departments of Nursing, 
Chicago (AHA Headquarters) 


NOVEMBER 


3-4 Oklahoma Hospital Association, Okla- 
homa City (Skirvin Hotel) 

7-11 Hospital Purchasing, Chicago (AHA 
Headquarters) 

7-11 Hospital Housekeeping (Advanced), 
New York (Sheraton-Atlantic Hotel) 

7-11 Physical Therapists, Los Angeles 
(Ambassador Hotel) 

10-11 Kansas Hospital Association, Wichita 
(Broadview Hotel) 

10-11 Virginia Hospital Association, Roa- 
noke (Hotel Roanoke) 

14-17 Nursing Service Supervision, Salt 
Lake City (Hotel Utah and Motor 
Lodge) 

14-18 American Occupational Therapy As- 
sociation, Los Angeles (Statler-Hilton 
Hotel) 

16-18 Missouri Hospital Association, Kan- 
sas City (Hotel President) 

16-19 National Association for Mental 
Health, Denver (Denver-Hilton Hotel) 

17-18 Arizona Hospital Association, Tucson 
(Hiway House) 

17-18 Minnesota Hospital Association, St. 
Paul (St. Paul Hotel) 

21-22 Credits and Collections, Chicago 
(AHA Headquarters) 

28-Dec. 1 American Medical Association, 
Clinical Meeting, Washington, D.C. 
(Park-Sheraton Hotel) 

29-Dec. | Hospital Dental Service (Ad- 
vanced), Chicago (AHA Headquarters) 


DECEMBER 


1-2 Florida Hospital Association, Miami 
(Everglades Hotel) 

1-2 Illinois Hospital Association, Chicago 
(Pick-Congress Hotel) 
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4-9 Radiological Society of North Amer- 
ica, Cincinnati (Netherland-Hilton Ho- 
tel) 

5-7 Hospital Purchasing (Advanced), San 
Francisco (Whitcomb Hotel) 

5-7 Medical Record Librarians (Ad- 
vanced), Chicago (AHA Headquarters) 

5-8 Nursing Service Supervision, Roanoke 
(Hotel Roanoke) 

12-14 Labor Relations, Chicago (AHA 
Headquarters) 

12-16 Hospital Design and Construction, 
Washington, D.C. (Park-Sheraton) 

26-31 American Association for the Ad- 
vancement of Science, Philadelphia 


JANUARY 


8 Puerto Rico Hospital Association, 
Santurce (Medical Association Bldg.) 

19-20 Alabama Hospital Association, Mont- 
gomery (Whitley Hotel) 

23-24 National Association of Private Psy- 
chiatric Hospitals, Scottsdale, Ariz. 
(Safari Hotel) 

30-Feb. 3 American Protestant Hospital As- 
sociation, Kansas City (Muehlebach 
Hotel) 


FEBRUARY 


2-4 American College of Hospital Ad- 
ministrators, Fourth Annual Congress 
on Administration, Chicago (Morrison 
Hotel) 

4-7 American Medical Association, Con- 
gress on Medical Education and Li- 
censure, Chicago (Palmer House) 

23-25 Louisiana Hospital Association, 
Shreveport (Captain Shreve Hotel) 


Meeting medical record 
problems in smaller hospitals 
(Continued from page 54) 


time it takes to add each hospital 
number to the envelope has been 
worthwhile to the medical record 
department. 

There are times when reports, 
such as culture reports, come in 
weeks after the patient has been 
dismissed. Since the lab personnel 
have to file the carbon copy in the 
envelope anyway, they can secure 
the hospital number at the same 
time and eliminate that work in 
the record department. 

Filing the legal birth certificate 
usually becomes the responsibility 
of the hospital, even though many 
states pay the physician who signed 
the certificate a dollar for his ef- 
forts in getting the certificate exe- 
cuted. The medical record librari- 
an should be responsible for this 
duty because she has access to the 
medical record. Since she is an in- 
dividual with an eye for accuracy, 
filling out the certificate is a “natu- 
ral” for her. 

In connection with admissions, 
the medical record librarian can 
be a help to other departments. 
Patients admitted between the 


hours of 9 p.m. and 7 a.m., when 
we have no admitting officer on 
duty, are asked only a few essen- 
tial questions by the nurse; that is, 
name, address, age, religion, whom 
to notify in case of emergency and 
attending physician. Then as soon 
after 7 a.m. as is possible, the ad- 
mission is completed. Since I se- 
cure much the same information 
for the birth certificate as is se- 
cured on admission, I have made 
arrangements with the admitting 
officer whereby I complete the ad- 
mission for all obstetrical patients 
admitted from 9 p.m. to 7 a.m. 

To simplify procedures further, 
there is close cooperation between 
the business office and the medical 
record department relative to in- 
surance forms. We use standard 
insurance forms, group and indi- 
vidual. The admitting officer se- 
cures necessary signatures on ad- 
mission; i.e., authorization and 
assignment of benefits. On the day 
the patient is dismissed, the busi- 
ness Office fills in the insurance 
forms with the name of the insur- 
ance company, patient, dates of 
hospitalization and itemized state- 
ments. These forms come to the 
medical record department the day 
after dismissal and are processed 
along with the medical record so 
that insurance is constantly kept 
up to date. Incidentally, this cer- 
tainly has helped to solve the prob- 
lem of high accounts receivable. 8 


Plan for a regional 
rehabilitation center 


(Continued from page 39) 


to pay, or from any source that 
will satisfy the financial obliga- 
tions of the project. Until such time 
as the budget makes such a posi- 
tion possible, the medical direc- 
tor or the hospital management 
will have to assume these respon- 
sibilities. 

DISABILITIES VERSUS ABILITIES 


The purpose of rehabilitation is 
to help the disabled person to 
develop to the maximum his phys- 
ical, emotional, social and voca- 
tional potentialities, so that he may 
become a useful and independent 
member of the community. Re- 
habilitation must treat the dis- 
ability and at the same time 
develop the ability. In the first 
stages of his disability, the patient 
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will be in no condition to do much 


about his abilities. However, as 


progress is made and medical 
treatment and physical therapy 
have reduced pain and helplessness 
so that physical restoration of the 
patient has begun, the training of 
abilities begins. The sooner this 


comes about the better. Unless 


vocational testing takes place as 
soon as the patient is able, much 
valuable time will be lost. When 
education for return to work or 
work adjustment occurs simulta- 
neously with the treatment and 
therapy, the patient can be restored 
to work much more quickly. 

It is in this area that close co- 


‘operation between the Bureau of 


Vocational Rehabilitation and the 
center and its patients will be 
essential. If a patient is restored 
to functional ability and trained 
for adjusted work, yet cannot be 
placed in a remunerative position, 
little has been accomplished. 


BASIC SERVICES AND PERSONNEL 


Various services and personnel 
needed for a comprehensive re- 


- habilitation program are shown in 


Chart 2. Our plan is to integrate 
all of these services in such a way 
that they are at the command of 
any patient who needs them. We 
have made noticeable progress in 
that the speech and hearing facil- 
ities at the Cerebral Palsy Center 
in Billings are being used, and the 
vocational testing done by the 
mental hygiene clinic of the State 
Board of Health has been opened 
to patients at the center by ap- 
pointment. The work adjustment 
program is not yet functioning, 
but it is to be undertaken by the 
Billings chapter of the Society for 
Crippled Children and Adults in 
connection with the occupational 


therapy department of St. Vin- 


cent’s Hospital. Our brace manu- 
facturer, himself a rehabilitee, is 


moving his shop to be within easy 


reach of the hospital so that he 
can quickly make adjustments and 
personally supervise the training 
in the use of braces and mechan- 
ical aids. The Montana Department 
of Public Welfare has become very 
interested in job placement of the 
handicapped, and the Public Health 
Nursing Department of the Mon- 
tana Board of Health has been 
represented at all evaluation 
clinics and is giving valuable aid 
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after the patient has been dis- 
missed from the hospital. 

Many therapeutic facilities are 
already in operation at St. Vin- 
cent’s. All that is needed is to di- 
rect attention to their use in reha- 
bilitation. In making use of these 
already existing facilities, the Bill- 
ings center will have access to 
highly trained personnel and ex- 
pensive and necessary equipment 
without diffusion and waste of ef- 
fort, time and money. 


REHABILITATION CLINIC 


By definition, a clinic is the 
mobilization of medical talent and 
facilities as a unit for a. specific 
purpose. The evaluation clinics of 
our center take place every two 
weeks. A doctor, together with his 
consultants, presents a case or 
cases to the clinic, which is made 
up of personnel from various fa- 
cilities in the center. Clinic partici- 
pation varies with the type of case 
to be presented. To date, such 
problems as the paraplegic, the 
hemaplegic and the stroke victim, 
patients with muscular dystrophy 
and rheumatoid arthritis and pa- 
tients needing rehabilitation after 
heart surgery have been presented. 
Clinic participants have been ad- 
ministrators, internists, ortho- 
pedists, pediatricians, cardiac sur- 
geons, psychologists, psychiatrists, 
pathologists, radiologists, dieti- 
tians, nursing supervisors, public 
health nurses, a vocational reha- 
bilitation counselor, and physical, 
speech and occupational therapists. 
Together they listen to the history 
of the patient, examine him if they 
consider it pertinent, and discuss 
the pros and cons of further treat- 
ment or dismissal of the patient to 
his home or to an institution if he 
can in no way be helped. 

When it is thought necessary, 
recommendations of the clinic are 
reviewed and acted upon by the 
staff rehabilitation committee of 
the center at an interim meeting. 
Regular participants in the clinic 
and all staff members are notified 
by mail of the type of case to be 
presented, and are supplied with a 
summary of the preceding clinic. 
As the patient progresses, he is 
presented to the clinic again at a 
later date. Summaries of the ther- 
apies used and the progress being 
made by all the cases are mailed 
to all participants at stated times. 


A rehabilitation program will 
never be a comprehensive one 
without a work adjustment facility. 
The disabled must be prepared and 
trained as far as possible for some 
remunerative or creative occupa- 
tion. The occupational therapy de- 
partment is the first contact a pa- 
tient has with such training, but 
such a department rarely has the 
space or the equipment for inten- 
sive work adjustment. A facility of 
this nature is the outstanding de- 
ficiency in our Billings center, but 
if present plans mature, the Society 
for Crippled Children and Adults 
will build, equip and maintain such 
a facility on grounds near the hos- 
pital. A committee is already at 
work appraising property in sev- 
eral locations close enough for easy 
transportation of patients. 

In the meantime, a salesroom 
has been provided in which handi- 
craft articles made by the disabled 
either at home or in occupational 
therapy will be displayed. A reha- 
bilitee club made up of the reha- 
bilitated handicapped has under- 
taken the project of alerting 
rehabilitees to this opportunity and 
also acts as a clearing house to de- 
cide which objects are actually of 
salable quality. The club is also 
making a study of which crafts are 
most popular. 

Although we are just beginning, 
we at St. Vincent’s Hospital have 
a well organized and practical plan 
for the establishment of a compre- 
hensive rehabilitation center. We 
are slowly but hopefully advanc- 
ing, step by step, toward a well 
defined goal, knowing that our in- 
vestment in humanity will pro- 
duce big dividends for the handi- 
capped by converting liabilities 
into resources and dependency into 
dignified adequacy. 


How well are administrators 
doing their schoolwork? 


(Continued from page 45) 


all must have the ability to find 
the required funds. Sometimes this 
means working with other admin- 
istrators to develop a combined 
effort to produce these funds. Many 
administrators have provided the 
leadership for the group action 
which eventually made up their 
hospitals’ deficits through adequate 
financing. 
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In summary, here is an opinion 
of the administrator’s role in main- 
taining a diploma school. 

1. He should spend enough time 
on school matters to understand 
what is going on. 

2. He should continually inter- 
pret to the governing board and 
the public the needs, goals and 
accomplishments of his school. 

3. He should maintain effective 
lines of communication with the 
school and its director. 

4. He should support a standard 
of hospital care which adequately 
meets patients’ needs and supports 
the nursing education program. 

5. He should provide a capable 
director for the school and give 
her good support. 

6. He should support the estab- 
lished accrediting programs, direct 
his criticisms to agencies concerned 
rather than involve the public. 

7. He should be able to obtain 
the required funds to keep his 
school up to reasonable standard. ® 


Organizing a metropolitan 
hospital council 


(Continued from page 41) 


together more closely, and to par- 
ticipate in the programs of the 
Alabama Hospital Association and 
the American Hospital Association. 


PROGRAM GOALS LISTED 


What do we hope to accomplish? 
Perhaps our program aims were 
best summarized by an American 
Hospital Association staff member 
in a recent presentation to the 
Hospital Council of Philadelphia.* 
Hiram Sibley cited these eight 
reasons why hospitals should pro- 
vide leadership in community 
planning: 

1. Hospitals wish to give better 

service. 

2. Hospitals today are faced 
with several common pres- 
sures. 

3. Hospitals need an orderly 
fund-raising procedure. 

4. Hospitals need an orderly 
process of securing adequate 
reimbursement. 

5. Hospitals should seek to work 
together for joint economics. 

6. Hospitals should endeavor to 
tell their story as a group. 

*Sibley, Hiram. Eight reasons why hos- 


pitals should provide leadership in Com- 
munity planning, Trustee 12:16 Aug. 1959. 
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7. Hospitals need to prepare for 
disasters, fires and even 
enemy attack. 

8. The goal of hospitals must be 
to provide the best possible 
care at the lowest possible 
cost. 

The Birmingham council direc- 
tor began by defining general work 
areas. They include: uniform sta- 
tistical and cost reporting leading 
eventually to uniform accounting 
procedures; joint purchasing and 
standardization; and programs to 
establish sound personnel policies, 
salary scales, personnel recruit- 
ment, public relations, disaster 
planning, and means of sharing 
proven efficiency procedures among 
hospitals. The director is working 
out specific program activities 
within these general areas, in 
weekly meetings with the board. 
The program, including a schedule 
for meeting goals, will be adopted 
by the board pending final approval 
by the council. The director will 
thus be able to concentrate on 
major items under the direction 
of a smaller group. 


A study is now under way to 
determine a future course for the 
council. New members are being 
accepted only on a basis of full 
payment of dues and assessment. 
It is expected that, in the near 
future, all Council members will 
bear the cost of financing the pro- 
gram and receive all of its benefits. 
The next step may be to expand 
council membership beyond ad- 
ministrators with hospital trustees 
first on the list for enrollment. 
There seems to be no reason for 
uneasiness about future financial 
underwriting. Blue Cross is assist- 
ing, and the local insurance council 
seems interested in aiding the pro- 
gram. The council hopes also to 
obtain research grants as the pro- 
gram progresses. 

The Birmingham hospitals are 
working together and with the rest 
of the community to obtain addi- 
tional hospital beds and to insure 
adequate financing of indigent care. 
Prospects on the latter seem hope- 
ful. Local newspapers cooperate 
with the hospitals by publicizing 
and interpreting information about 
hospitals. Hospitals are committed 
to share this information with the 


newspapers on both a “good” and 
“bad” basis, avoiding attempts to 
gain publicity for good things and 
to conceal the bad things. 

The experience so far in organ- 
izing and outlining a program for 
the Birmingham Council has con- 
vinced us that metropolitan areas 
can and should join in the forma- 
tion of a hospital council. Aims 
should be high even though re- 
sources are limited, Joint effort 
should be of valuable assistance to 
the hospitals not only in their re- 
lations with each other but in their 
role in the community. Mutual 
trust and common practices can 
meet any personnel problems. 

In summary, hospitals should 
not be content to accept charges 
of inefficiency or negligence. But 
little will be accomplished by 
merely feeling abused while con- 
tinuing to act independently in 
attempting to change these prac- 
tices. The aim of the Birmingham 
Hospital Council is to tell hospital 
problems to the community on an 
organized basis and to win and 
maintain adequate support from 
the community. 
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Classifications: Classified advertis- 


ing accepted to run under the fol- 


lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 


word; minimum charge $5.00 per 


insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


FOR SALE 


COMPLETE SMALL HOSPITAL EQUIP- 
MENT AND INSTRUMENTS almost new- 
operating and delivery room, nursery, 
clinic, diagnostic, x-ray office and mis- 
cellaneous. Packaged sale preferred. SHC, 
P.O. Box 806, Erie, Pa. 


Nearly new diagnostic X-RAY, automatic 
Picker Antomatic for hospital. Write Box 
206-H, Holland, Michigan. 


OBSERVE WITHOUT DISTURBING: Se- 
cretly—through transparent mirrors! Free 
information: One-Way Mirror; HA-960; Box 
625; Mt. Vernon, New York. 


POSITIONS OPEN 


‘HOSPITAL ADMINISTRATION, ASSIST- 


ANT DIRECTOR: To assist in directing 
non-medical functions at a large general 
hospital in Philadelphia. We require a 
Master’s degree in hospital administration 
including completion of an approved in- 
ternship and two years of experience in 


‘hospital administration including one year 


in an administrative capacity in a large 
institution. Start $8061 per year, regular 
increases, liberal fringe benefits, promo- 
tion opportunity. Mail resume to Miss 
Alma Goldman, Personnel Department, 
Room 792, City Hall, Phila. 7, Penna. 


MEDICAL RECORDS LIBRARIAN. A large 
San Francisco Bay Area medical clinic has 
an unusual and challenging opportunity 
for a person capable of developing a com- 
plete and expanding medical records de- 
partment—minimum 3 years experience 
with a well-rounded program, 
and knowledge of terminal digit system. 
Excellent starting salary—liberal personnel 
benefits. Send resume to: Palo Alto Med- 
ical Clinic, 300 Homer Avenue, Palo Alto, 
California. 


. DIETITIAN: Preferably A.D.A. member 


for 135 bed general hospital located in 
rural Delaware close to shore resorts. 
Hospital is beautifully situated and well 
equipped . including a Nurses Training 
School with a capacity of fifty students. 
Good personnel policies, and salary com- 
mensurate with ability and background. 
Apply G. R. Lorenz, Administrator, Mil- 
= Memorial Hospital, Milford, Dela- 
are. 


DIRECTOR OF NURSING SERVICE—245 
bed Pediatric Hospital, excellent physical 
plant, good working conditions, retire- 
ment plan. Applicants must be well quali- 
fied and have previous experience. Start- 
ing salary $9,000. Write Norman L. Losh, 
— Children’s Hospital, Denver 18, 
Colo. 


ANESTHETIST: Nurse; for 170 bed hospi- 
tal collegetown—excellent personnel poli- 
cies 40-hour week—living accommodations 
in nurses’ home if requested. Apply— 
Richard E. Cummings, Administrator, J. 
C. Blair Memorial Hospital, Huntingdon, 
Pennsylvania. 


DIETITIANS: Administrative and thera- 
peutic in a 2100 bed GM&S, research and 
dietetic internship hospital. Located 12 
miles west of Chicago, Illinois. Federal 
Civil Service appointments with liberal 
benefits. ADA Membership required. Sal- 
aries from $5355 to $7560. Apply to Miss 
Grace L. Scholz, Chief, Dietetic Service, 
VA Hospital, Hines, Illinois. 


DIETITIAN: Graduate of accredited col- 
lege with some experience. ADA preferred. 
Supervision of food service to patients. 
Special diets. Modern, expanding 439-bed 
hospital, 25 miles from NY City and shore 
resorts. Salary open. Opportunity for ad- 
vancement. Liberal benefits. Send resume 
to Personnel Director, Muhlenberg Hos- 
pital, Plainfield, New Jersey. 


MEDICAL RECORD LIBRARIAN, R. R. 
L: Chief of Department, staff of 25, 690 
bed general hospital. Integral part of de- 
veloping 236 acre Detroit Medical Center. 
Standard Nomenclature, terminal digit, 
I1.B.M. Salary open, minimum experience 
three years. Liberal personnel policies. 
Write or phone collect, Personne! Direc- 
tor, Harper Hospital, 3825 Brush Street, 
Detroit 1, Michigan. 


DIETITIAN, ADA for Metabolic Ward, 
Research Division of general teaching 
hospital. To supervise dietary aspects of 
diversified clinical research program. Ac- 
tive participation in research problems 
encouraged. Salary from $4500 depending 
on experience. 40 hr. week, Monday- 
Friday. Apply N. C. Birkhead, M.D., 
Lankenau Hospital, Phila. 31, Pa. 


PSYCHIATRIC NURSE in dynamically 
oriented 1000 bed teaching Mental Health 
Institute. Salary $385 per month. Also oper- 
ating room nurse needed immediately. Paid 
vacations, sick time, 40-hour week. Write 
to, or call collect: Hazel J. Ammons, R.N., 
Director of Nursing Service, Mental Health 
Institute, Cherokee, Iowa. 


LABORATORY & X-RAY TECHNICIAN in 

small 52 bed hospital in Eastern Montana 

—Salary commensurate with experience 

and ability. Will consider recent graduate. 

Rotate call and weekends with other tech- 

staff. Address HOSPITALS, 
ox K-3. 


DOROTHEA BOWLBY ASSOCIATES 


8 South Michigan Avenue Chicago 3, Ill. 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical Therapists, Occupational Thera- 
ists ... Engineers, Plant Superintendents, 
harmacists, Medical Record Librarians, 
Anesthetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technologists, X-Ray Technicians, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 


THE MEDICAL BUREAU 
* Burneice Larson, Director 


900 North Michigon Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Adm., new 200 
bed hsp. under construction, suburb lead- 
ing city, E; (b) Adm., 200 bed hsp. all 
modern equip; college town near summer- 
winter resorts, Wisconsin; (c) Adm. E. med, 
ctr; bldg. program includes 400 beds; $15- 
18,000; (d) Asst. Adm. 165 bed hsp; recent 
grad. pref; NY, $6000 start; (e) Asst. Adm 
bldg. program underway to 500 beds; 
winter resort city on Mexican Border; H9-1 


ADMINISTRATIVE PERSONNEL: (a) Bus. 
mgr., brand new 75 bed hsp. So. $6500 up; 
(b) Adm. asst., large Wis. inst., opport. 
growth, $7-$9,000; (C) Personnel Dir. new 
position, 280 bed hsp. So.; some public 
relations; (d) Food Service. Dir. Florida, 
$7200 up. H9-2 


ANESTHETISTS: (a) Anes. also act as 
Adm. small Neb. hsp. $8500 plus; (b) Re- 
sponsible for entire service, 100 bed hos- 
pital, So. $9000; (c) OB only, 350 bed hsp. 
near Chicago, $6600; H9-3 


DIETITIANS: (a) Teaching diet, school of 
nursing near Chicago; $6600 up; (b) Chief, 
— hsp., E. indust. city; $7500 plus, 


DIRECTORS OF NURSING: (a) Dir. 
Nurs.; must be executive, complete nurs. 
operation, lg. hsp., schl. $10,000, E.; (b) 
Dir. Schl. and Service; 100 students; 200 
bed hsp. near Cape Cod; $8000; (c) Dir. 
Nurses, all grad. staff, new 120 bed hsp. 
Iowa, $7-9000; H9-5 


EXECUTIVE HOUSEKEEPERS: (a) Penna. 
350 bed hsp. $6000; (b) Near San Francisco, 
150 bed hsp. $5000 up. H9-6 


MEDICAL RECORD LIBRARIANS: (a) 
Head well-organized dept. 200 bed hsp. 
Chicago; $5-6000 plus exc. emp. bonus; 
(b) Chief, 150 bed hsp. near Sun Valley 
ski resort; (c) Chief, 130 bed hsp; most 
ideal year round climate; progressive city; 
busy seaport, Alaska; $5-6000 start. H9-7 


OUR 63rd YEAR 


NOODN ARDS 2 


FORMERLY A? 


RAndolph 6-5682 


ADMINISTRATORS: (a) Dir med ed; fully 
accred, 350-bd, genl, vol hsp; 40 res & in- 
terns; $15-18,000 plus excl benefits; So. (b) 
Med; Assoc dir, entire prog, lge co, sevl 
industries, 28 plants; clinical med as ap- 
plied to elaborate exec hith prog; reqs 
yng, personable, cert inter w/med admin 
exper; $25-30,000; Calif; recommd. (c) 100- 
bd, ortho, JCAH hsp; resort area, SW. (d) 
200-bd, genl hsp; will be substantial: Ind. 
(e) 100-bd, genl, JCAH hsp; over $9,000; 
good fringe benefits; Calif. (f) Sml hsp 
being built on site of old; $7,500-$10,000; 
resort area, Fla. (g) 85-bd, genl hsp; sal 
open; E. (h) Asst; 350-bd, univ hsp, fully- 
accred; about $9,000; E. (i) Asst; fully- 
accred, 700-bd hsp; assist overall plan’g, 
oper of hsp w/emphasis, fiscal affairs; as- 
sume duties of adm in his absence; $12,000 
increasg $14,000; MW. (j) Asst; w/good 
exper; 275-bd hsp & clinic; about $10-12,- 
000; Calif. 


ADMINISTRATIVE POSTS: (k) Supervi- 
sor of Patient Accounts; yng man, exper’d; 
275-bd, fully-accred hsp; E. (1) Compt; 
new 100-bd, genl hsp; over $7,000; top 
working conditions; SW. (m) Personnel 
dir; 50 man grp & lge fully-apprvd, rsrch 
& tchg hsp; reqs hsp exp; $10,000; E. (n) 
Dir, Personnel & Public Relations; 320-bd, 
Tee hsp; $8,000 & 3 wks vac yrly; 
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POSITIONS OPEN 


STAFF PHYSICAL THERAPIST. Willing 
to consider recent graduate. In and out- 
patient work. Well uipped department. 
Good starting salary. Write to the Assistant 
Administrator, Memorial Hospital, Casper, 
Wyoming. 


DIETITIAN THERAPEUTIC: Salary open; 
Merit system; 3 weeks vacation. Possible 
advancement to Assistant Director of de- 
partment soon. Fully accredited 503 bed 
General mem (Teaching Center—300 
students.) Sor. Director of Dietetics, 
Aultman Hospital, Canton 10, Ohio. 


ADMINISTRATIVE ASSISTANT or Busi- 
ness Manager for general accounting, 
credit and collections. Degree in hospital 
administration or experience. 
Salary open. Capitol Hospital, 35 beds, 
Milwaukee, Wisconsin. Address replies to 
George McNaughton, Administrative As- 
sistant, Capitol Hospital, 1971 W. Capitol 
Drive, Milwaukee 6, Wisconsin. 


NURSE ANESTHETISTS: 200-bed fully 
accredited general hospital in Baltimore 
. expansion program now going on... 


per month ... 4 weeks vacation... 
holidays ... sick leave. Address HOS- 
PITALS, Box K-1l. 


Infermatien abeut 
QUALIFIED NURSE PERSONNEL 
is available from the 
American Nurses’ Association 


PROFESSIONAL COUNSELING & 


PLACEMENT SERVICE 
10 Columbus Circle 
New York 19, N. Y. 


MARY A. JOHNSON ASSOCIATES 
11 West 42nd Street, New York 36, N.Y. 


A SELECTIVE PLACEMENT BUREAU FOR 
MEDICAL AND HOSPITAL PERSONNEL 


We welcome inquiries for the many chal- 
lenging opportunities we have for Admin- 
istrators, Physicians, Nursing Executives, 
Medical Record Librarians, Dietitians, 
Laundry Managers, and all other Medical 
and Hospital Personnel who wish to relo- 
cate. All negotiations strictly confidential. 
No registration fee. 


POSITIONS WANTED 


ADMINISTRATOR: 17 years Army ex- 
perience as Chief Clerk Medical Supply, 
including supervision of procurement from 
commercial vendors, stock control, ware- 
housing, and general supply administra- 
tion. Initiates all correspondence by 
dictation. Available July 1961. Address 
HOSPITALS, Box K-5. 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


Administrator: M.S. Hospital Adm. BS. 
Bus. Adm. U. Minn.; Asst. 400 bed hsp, 
ten years. 


Administrator, F.A.C.H.A., M.S. Bg, 
Northwestern U.; 7 yrs. adm. 400 


Pathologist: ee since 1957; dir. of 
dept., 300 bed hsp 


Diplomate since 1956; Mayo 


Radiologist: 
diology 5 yrs.; professor, 


Clinic; Asst. in 
med. schl., 2 yrs. 


TRAINED MEDICAL LABORATORY and 
X-RAY TECHNICIANS available. These 
students have had from 1500 to 1900 clock 
hours of training in Hematology, Urinal- 
ysis, Chemistry, Bacteriology and Tissue 
Technique, etc. Contact Carnegie College, 
4707 Euclid Avenue, or 65 An- 
derson Street, 


Young man (38 years), college graduate 
and twelve years experience in hospital 
administration is desirous to relocate in 
a hospital of between 150 and 250 beds. 
Strong business and professional back- 
ground and presently employed as Ad- 
ministrator of a hospital of 100 beds. 
Address HOSPITALS, Box J-99. 


OUR 63rd YEAR 


WOOD WAR 
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Il 


RAndolph 6-5682 


ADMINISTRATOR: M.S., Columbia; 
MACHA; 10 years, administrative field 
(Asst-Plan’g Dir—Adm); seeks admshp, 
50-200 bd hsp; prefers SE; Age 35. 


ASSISTANT ADMINISTRATOR: MHA 
(Chgo); post grad wk, Harvard; 7 yrs, 
hosp field, various capacities, Accountant- 
Admin; 5 yrs, tchg (Bus Admin) Instruc- 
tor-Asst Prof (under grad & grad levels); 
ee So. or West coast; seeks Adm—200 

s up, Assist—500 bd up; Age 41. 


ANESTHESIOLOGIST: 34; 5 yrs, priv oe Pacer’ 
anes; prefers warmer saat seeks 
lge hsp w/or w/out tchg oppor; Dipl. 


PATHOLOGIST: Dipl, PA & CP; 5 yrs, 
Chief of Lab Serv, lige hsp; 10 yrs, Path, 
2 hsps, 75-150 bds; seeks hsp or assn; pre- 
fers West, SW, Gulf coast—coll, resort 
twn; middle 40’s. 


Rad, 5 yrs, seeks Dirshp, 
or BF hsp; prefers East, = 
Wisc; middle 30’s. 


‘Clip and Mail) 


Please schedule the following advertisement for the 


HOSPITALS, Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 


issue(s) of HOSPITALS 


(Date of Publication) 


under the following heading: (Thirty-five cents a word; minimum charge $5.00 per insertion.) 


For Sale Instruction Positions Wanted 
Positions Open Services Wanted 
[) Check or Money Order Enclosed Signed 
C) Bill the Hospital Title 
Hospital 
Address 
City & State 
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PICTURE CREDITS ‘= 


p. 26 Photographic Dept., Division of Laboratories, 
Cedars of Lebanon Hospital, Los Angeles 

pp. 30, 32, 33 Robert McCullough 

p. 35 Ben Swiezynski 


p. 42 Upper: Western New York Hospital Council 
Center: Ben Swiezynski 
Lower: Ben Swiezynski 

p. 77 Upper: Moulin 


p. 81 Commercial Kitchen Supply, inc., Lafayette, Indiana 


p. 90 Wattenmaker 


p. 95 Welton Becket, F.A.1.A. and Associates 


before publication date of the issue. 


te 
Effective but low-coss Communications 


Classified advertising is the lowest-cost method of advertising. It can serve your hospital effectively when you are 


recruiting employees or when you have used equipment to sell. _ 
The classified advertising rate is 35 cents per word with a minimum of $5.00 per insertion. Deadline: 30 days 
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“NO 
HALL CHINA POTS with Metal Tip Spouts. 


The Solution to the Chipping Problem! 


The unique feature of “No Chip” Pots 

is a metal tip spout permanently attached 

to heavy, fireproof Hall China. The metal tip 
spout protects the pot—it can’t chip. 


@ MTS-#10 TEAPOT, 8 oz. 


Also available with 
Knob Cover, MTS- 


, & OZ. 
These pots have successfully passed severe ’ 


simulated service tests. Hot water doesn’t 
affect them. They are sanitary; white inside... 
keep their fresh, new look long after other 
ware has to be replaced. They will not 

impart taste or taint to the beverage, and 

are easy to clean and sterilize. 


Now produced only in the two shapes 
illustrated, in 144 cup size (8 oz. capacity) 
for tea, hot water, coffee and chocolate service. 
Available in 26 beautiful underglaze colors 
through your hotel supply dealer. 


THE HALL GHINA COMPANY - EAST LIVERPOOL, OHIO 


The World’s Largest Manufacturer of Fireproof Cooking Chino 


. 
. 
. 
. 
. 
j 
FIREPROOF CH, | 
| AVAMABLE IN 26 NA 
j 
j 
. 
. j 
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University “icrofilus 
313 North First Street 
Ann Arbor, Mich. 


ond 
HE DRAMATIC—ALL POWER 


OPERATING TABLE 
with INSTANT POWER-RESPONS 


In every sense Amsco’s remarkable new “‘Lectrapoise” 
Operating Table answers the surgeon's need for smooth | anesthesiologist to articulate the “‘Lectrapoise” 
power-positioning . . . ultimate in surgical convenience. - instantly — smoothly. No other table offers 
A number of new engineering features set the “Lectra- 
poise” above all other operating tables . . .,power-response” 
positioning ... quick-grip mattress pad... full length 
X-ray top ... new clamp-on legholder sockets . . . emergency oe 
positioning . and complete standard accessories. | | 
Every surgeon, anesthesiologist and every hospital will | i] STERILIZER 
appreciate the significantly finer qualities of the CPENNSYLVAN 
World's largest desi and manufacturer of 
Lectrapoise.” For once they power this compact table Cperetine Fables, 
_ through its surgical postures, there can be no substitute. related equipment for hospitals : 
Write for fully illustrated 26-page brochure TC-299. | 
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